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ABSTRACT 
 
The purpose of this study was to explore the level of integration of health promotion and 
disease prevention services with the curative care provided at hospitals and health 
centres in Addis Ababa, and to propose recommendations that could improve such an 
integrated health service. A quantitative approach, using an exploratory and descriptive 
design was applied at 22 public health facilities in Addis Ababa followed by the Delphi 
technique to reach consensus on ways to improve the integration of health promotion, 
preventive and curative care. An integrated health service (IHS) framework was used as 
the conceptual framework upon which the study was based.  
 
Multistage sampling involving stratified simple random sampling was applied to select 
hospitals and health centres while a systematic sampling technique was used to sample 
patients from the outpatient and inpatient medical departments. Data was collected by 
means of two questionnaires from patients and health service managers, respectively, 
following which two Delphi rounds with experts resulted in agreement on a contextually 
accepted integrated framework.  
 
The findings revealed that promotive and preventive services for chronic diseases were 
not optimally integrated in the routine health care services of the health facilities. Most 
health facilities lacked skilled health professionals, adequate medication and equipment 
to provide a comprehensive integrated service.  
 
The study emphasized the need for health service providers to undergo a paradigm shift 
and additional training in order to provide a comprehensive, patient-centred, integrated 
health service instead of only treating patients’ complaints.  To assist this approach, the 
study affirmed the Integrated Health Service (IHS) framework as a tool which 
comprehensively demonstrates the cause, effect and progression of chronic diseases 
and the appropriate interventions which health professionals can apply in managing 
diseases or their risk factors. 
 
Recommendations for effective, integrated promotive and preventive health care, 
included the development of  guidelines, protocols and policy documents for cultivating a 
healthy lifestyle, adopting effective disease prevention approaches, re-designing medical 
school curriculums,  and staffing health facilities with trained and specialized staff, 
capacitating health facilities with the necessary equipment, medication and  supplies that 
would enable the provision of an integrated health care service. 
 
Key terms: Integration, promotive; preventive, curative health care, public hospitals and 
health centres, Addis Ababa. 
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1 
CHAPTER 1 
 
ORIENTATION TO THE STUDY 
 
1.1 INTRODUCTION 
 
Presently, as the limits of curative medicine become apparent and the cost of medical 
care escalates in all countries, disease prevention is gaining prominence (Bonita, 
Beaglehole & Kjellstrom 2006:103). While health promotion and disease prevention can 
be distinguished conceptually, they can hardly be distinguished in practice. Most general 
measures do both at the same time (Tengland 2010:203). 
 
Health promotion is any combination of educational, organisational, economic, and 
environmental support systems with the aim of ensuring behaviour and conditions of living 
conducive to health. Disease prevention encompasses primary, secondary, and tertiary 
prevention (Ballweg, Sullivan, Brown & Vetrosky 2008:278). Health promotion 
programmes can be integrated into preventive services in health care systems (Institute 
for Clinical Systems Improvement [ICSI] 2011a:9).  
 
WHO (2008:2) defines integration as the management and delivery of health services so 
that clients receive a continuum of preventive and curative services, according to their 
needs over time and across different levels of the health system. Integrated care is when 
health care professionals consider all health conditions at the same time. Therefore, an 
integrated treatment is more likely to be tailored to the individual, as it allows for health 
care professionals to understand more about the whole person (Substance Abuse and 
Mental Health Services Administration (SAMHSA: 2016). The approaches to providing 
integrated health promotion and disease prevention services may vary. 
 
The case finding approach during patients’ routine hospital and clinic visits is the 
paradigm of viewing patients’ health needs beyond their presenting illness. Health service 
providers must assess the patient and apply the necessary preventive services required 
by each patient as identified during routine medical care (ICSI 2011b: 11). Preventive 
medicine requires the health service provider to be proactive, the instigator of questions, 
screening, and treatment (Chuang & Ling 2006:99). 
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The periodic health examinations (PHEs) strategy is another health promotion and 
disease prevention approach. According to Shires, Stang, Divine, Ratliff, Vashi, Tai-Seale 
and Lafata (2012:164), although many professional organisations historically have 
recommended that adult preventive health services be offered in the context of routine 
medical care rather than during periodic health examinations, patients who have PHEs 
may be more likely to receive the recommended preventive services.  
 
Many countries developed different models aimed at  providing better integratedcare for 
people with certain diseases and long-term conditions such as diabetes mellitus, 
cardiovascular diseases, Chronic Obstructive Pulmonary Diseases (COPD) and 
bronchial asthma (WHO 2016c:14). Integrating chronic non-communicable disease 
(NCDs) prevention and treatment into the health care system is particularly important for 
middle- and low-income countries (Regional committee for Africa 2017: 6). The World 
Health Organization (WHO) (2005:5) states that 80% of non-communicable chronic 
disease deaths occur in middle- and low-income countries. Despite the increased trend 
of deaths due to NCD  in the African region that claimed the  lives of 3.1 million (33.7%) 
of the 9.2 million total deaths in 2015 (WHO 2015d), NCDs interventions are not 
adequately integrated within Primary Health Care (PHC) services (Regional committee 
for Africa 2017: 3). In Addis Ababa as well, chronic non-communicable diseases are the 
leading cause of death (51%) among adults (Misganaw, Mariam, Araya & Ayele 2012:1). 
In the absence of a holistic and integrated approach, there are attempts for integration of 
specific health services in Ethiopia; such as mental health to primary health care (Ayano 
2016:1) and HIV to family planning services (Yoder & Amare 2008:33). This study 
investigates ways in which health promotion and disease prevention activities could be 
provided in a comprehensive and integrated manner to all patients approaching health 
facilities with different health care needs. 
 
1.2 BACKGROUND TO THE RESEARCH PROBLEM 
 
The Ethiopia Government Health Policy (1993:26) emphasises promotive and preventive 
health activities as the focus of health care in Ethiopia. In line with this health policy, the 
Government introduced an innovative health service extension programme during the 
second health sector development plan implemented from 2003-2005 (Habtamu 2007:7). 
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In view of the high priority given to health promotion and disease prevention at community 
and health post level, the Ethiopian health service extension programme is seen as 
offering potentially ‘game changing’ lessons to the world in the fight against disease 
(Embassy of USA Addis Ababa 21 September 2011:1). However, the attention on health 
promotion and disease prevention needs to extend to hospital and health centre level of 
the health care system in order to benefit all members of the population.  
 
Although the Ethiopian health policy (1993:31) identifies the prevention of diseases 
related to affluence and ageing (chronic non-communicable diseases) as a major 
promotive and preventive health intervention, the integration of health promotion and 
preventative activities at the level of higher health facilities, such as hospitals and health 
centres, nevertheless remains unsatisfactory mainly due to the focus on curative 
approaches in these health facilities. The Ethiopia Ministry of Health’s annual 
performance report (2013:40) provides no information on disease prevalence and trend 
analysis for chronic non-communicable diseases, thus omitting important information on 
the severity of the problem and the subsequent required interventions.  
 
All clinic contacts, whether for acute, chronic or preventive reasons, are valuable 
opportunities for health promotion and disease prevention activities to take place (ICSI 
2011b:11). Moreover, several of the services most likely to go undelivered represent 
substantial opportunities not only to decrease the clinically preventable burden of disease 
but also to improve the cost effectiveness of care delivered (Shires et al 2012:171). This 
is particularly important for most chronic diseases.  
 
Not reliably delivering an integrated health care service could be caused by several 
factors. There are patient and health service provider-based reasons for failure to deliver 
health promotion and preventive services. The health promotion and preventive services 
actually received by patients partly depend on the type of health care professionals, their 
knowledge and commitment to these services and the health care facility’s readiness to 
provide promotive and preventive services (Wolff, Massett, Weber, Mockenhaupt, 
Hassmiller & Malbach 2010:270-271). According to the WHO (2012a:34), in low-income 
countries, the level of integrating NCD prevention and curative health care at primary 
health care (PHC) level mainly depends on the capacity of the countries in relation to 
funding; staffing; availability of a unit responsible to provide prevention services; presence 
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of policy, plan or strategy; approved evidence-based national guidelines, and protocols 
or standards for managing selected preventable diseases. In addition, health care 
organizations may lack incorporating and implementing new systems of preventative 
health care that include decision support tools, preferably integrated into the medical 
record, mechanisms that generate alerts and reminders when services are due 
(Wilkinson, Bass, Diem, Gravley, Harvey, Maciosek, McKeon, Milteer, Owens, Rothe, 
Snellman, Solberg & Vincent 2013:6). 
 
1.3 STATEMENT OF THE RESEARCH PROBLEM 
 
At present, the current trend in patients’ disease management in public hospitals and 
health centres is almost entirely aimed at addressing only their present health complaints; 
the focus is thus purely curative. In 2014, a household health service utilization study 
(MOH 2014a:51) indicated that only 0.63% of out-patient health service users received 
medical check-ups or preventive health care.  The end result of failing to provide an 
integrated promotive, preventive and curative health care management approach 
continues to pose a risk of ill health for patients and increased disease burden to the 
country (Global Health Action 2014:5). However, patients can greatly benefit by 
preventing illness and optimizing their health by adopting healthy lifestyles if they are 
appropriately informed, taught and guided by means of health education (ICSI 2011a:9).  
 
Considering this problem, motivated the researcher to examine what kind of health 
promotion and preventive services were being provided by hospitals and health centres; 
establish what factors contributed to not providing these services in health facilities as 
stipulated in the Ethiopia Health Policy Strategy (1993:28); investigate the hospitals’ and 
health centres’ readiness to provide an integrated health promotive and disease 
prevention service, and finally, to develop a framework to enhance the health promotion, 
disease prevention and curative health care services delivered in an integrated and 
comprehensive manner in all health care facilities. 
 
1.4 RESEARCH PURPOSE 
 
The purpose of the study was to explore the level of integration of health promotion and 
disease prevention services with the curative care provided at hospitals and health 
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centres in Addis Ababa; investigate health facilities’ staffing, equipment and supplies 
readiness for  the provision of these services, and develop a framework for enhancing 
the integration of health promotion, preventive and curative care within the context of 
Ethiopia. 
 
1.5 RESEARCH QUESTIONS 
 
The study wished to answer the following research questions: 
 
 To what extent are promotive and preventive health care services provided at 
public hospitals and health centres? 
 Are public hospitals and health centres adequately staffed with skilled health 
professionals to provide promotive and preventive health care services to all 
patients seeking medical assistance?  
 Are public hospitals and health centres adequately equipped with the essential 
equipment and supplies to provide preventive and promotive health care services 
to all patients seeking medical assistance? 
 How can the integration of health promotion, preventive and curative care be 
enhanced in the Ethiopian context? 
 
 
1.6 RESEARCH OBJECTIVES 
 
In order to achieve the purpose, the objectives of the study were to: 
 
 Explore the extent to which health promotion and disease prevention services are 
provided at public general hospitals and health centres. 
 Ascertain whether hospitals and health centres are adequately staffed with skilled 
health professionals to provide integrated promotive and preventive health care 
services to all patients seeking medical assistance.  
                                            
 An adequately staffed health facility for certain health service is when the minimum standard number of 
qualified staff required by the health facility to provide specific promotive, preventive and curative health 
care service is fulfilled. 
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 Establish whether hospitals and health centres are adequately equipped with the 
essential equipment and supplies to provide comprehensive promotive and 
preventive health care services. 
 Propose a framework for enhancing the integration of health promotion, and 
preventive and curative care within the context of Ethiopia. 
 
1.7 THEORETICAL GROUNDING 
 
The researcher found no clear model which illustrates the relationship of disease risk 
factors along with an integrated curative, preventive and promotive health care 
intervention approach. Bonita et al (2006:103) demonstrate the linear ‘causation 
framework’ relationship of non-communicable chronic diseases with risk factors. 
Nevertheless, this model falls short of revealing the continuous relationship of 
predisposing factors with diseases as well as the intervention approaches necessary to 
avoid the risk factors and treat the diseases. However, the Integrated Health Service 
(IHS) framework (modified by the researcher from the ‘causation framework’) 
demonstrates how socio-economic, cultural, political and environmental factors, such as 
globalisation and population growth, predispose to modifiable risk factors. This framework 
further shows how modifiable risk factors lead to the intermediate risk factors and finally 
to disease. The researcher was motivated to modify the ‘causation framework’ to the IHS 
framework for two reasons. First, it is postulated that the risk factor-disease causation 
relationship is a vicious cycle rather than a linear process. Secondly, the vicious cycle 
keeps on unless the health promotion and disease prevention services are integrated into 
the curative domain to stop its continuation. The IHS framework, thus, demonstrates how 
and when health promotion, disease prevention and treatment interventions should be 
integrated to mitigate the continuous relationships of predisposing factors. The IHS 
framework assisted the development of the operational definitions and instruments for 
this study, and was further utilised during the data analysis process leading to the 
development of an amended framework specific to the context of the study. 
 
                                            
 An adequately equipped health facility for certain health services is when the minimum standard number 
and type of equipment required by the health facility for investigation and treatment of patients at the health 
facility is fulfilled. 
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1.8 PARADIGM 
 
The researcher selected a quantitative paradigm for the study. Quantitative studies 
produce results that can be used to describe or note numerical changes in measurable 
characteristics of a population of interest; can be generalized to other similar situations; 
provide explanations of predictions; and explain casual relationships (Salkind 
2010:1166). Kothari (2004:3) defines quantitative research as a study based on the 
measurement of quantity or amount. It is applicable to phenomena that can be expressed 
in terms of quantity. Beatty (2009:214) describes the quantitative research approach as 
a study method that involves and makes use of statistical analysis to obtain the findings. 
Quantitative research deals with quantities and relationships between attributes, and 
involves the collection and analysis of highly structured data. The quantitative approach 
was relevant to this study as the extent of health promotion and disease prevention 
services provided at hospitals and health centres could be quantified. 
  
1.9 RESEARCH DESIGN 
 
A quantitative approach using an exploratory and descriptive design was used to explore 
and describe the current situation, followed by the Delphi technique as a means to reach 
consensus on the proposed framework for enhancing the integration of health promotion, 
preventive and curative care. The study was conducted in two phases. Phase 1 examined 
the degree of promotive and preventive health care provision at the hospitals and health 
centres while investigating the staffing and equipment status of the facilities. Phase 2 
focused on developing an integrated health care framework for the enhancement of 
health promotion and disease prevention service rendering in hospitals and health 
centres by means of consensus seeking. 
 
1.9.1 Exploratory 
 
Portney and Watkins (2009:1) describe exploratory research as a research design that 
has as its purpose the exploration of data to determine relationships among variables. 
The first phase of the study explored the extent of health promotion and disease 
prevention service provision and investigated factors related to low performance in this 
regard. The second phase sought experts’ opinion to develop a framework on how best 
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promotive and preventative health care provision can be enhanced and integrated with 
curative care at hospital and health centre level. 
 
1.9.2 Descriptive 
 
Descriptive studies answer the questions of why, what, when, where, and how of a 
specific situation (Babbie 2012:92). This study described the findings and characteristics 
of health promotion and disease prevention service provision at selected hospitals and 
health centres as it occurs in the different health care services.  
 
1.9.3 Delphi method 
 
The Delphi method is the iterative circulation of questions and responses to a panel of 
experts with the purpose of progressively refining the responses to each round of 
questions. Participants’ identities should preferably not be revealed to each other. The 
aim is to reduce the number of viable options or solutions, to arrive at a consensus 
judgment on an issue or problem, or a set of issues or problems, without allowing any 
one participant to dominate the process (Dictionary of Epidemiology [DE] 2008, sv “Delphi 
method”). The researcher expected to conduct three rounds of Delphi questionnaires to 
refine the content and scope of the framework so that it was realistic and feasible to meet 
its purpose within the legal and economic context of the country (Keeney, Hasson, & 
McKenna 2011:11).  
 
1.10 VALIDITY OF THE RESEARCH DESIGN 
 
The quality of the research design involves its internal and external validity. 
 
1.10.1 Internal validity 
 
The internal validity seeks to demonstrate that the explanation of a particular event, issue 
or set of data which a study provides can actually be sustained by the data (Cohen, 
Manion & Morrison 2007:139). Internal validity refers to the extent to which it is possible 
to make an inference that the independent variable truly causes or influences the 
dependent variable and that the relationship between the two is not the spurious effect of 
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an extraneous variable (Polit & Beck 2008:213). The internal validity of the research was 
maintained as there were no threats pertaining to history, maturation, testing, 
instrumentation, mortality or selection bias (Cohen et al 2007:155).   
 
1.10.2 External validity 
 
External validity refers to the generalisability of the research findings to the wider 
population of interest (Beatty 2009:163). In this study, the health facilities and patients 
were randomly selected and the data was collected from both public hospitals and health 
centres to enable the finding to be generalized for both set-ups.  
 
1.11 SAMPLING 
 
Sampling is the procedure applied to obtain a sample from a population. A sample is a 
subset of a population that is considered representative of the population. From a 
representative sample it is possible to generalize the findings of a study to the rest of the 
population (Bezuidenhout, Davis & Du Plooy-Cilliers 2014:135). There are two broad 
types of sampling: probability and non-probability sampling. In probability sampling, the 
likelihood of any one member of the population being selected is known while it is not 
known in non-probability sampling (Salkind 2013:185).  The researcher used probability 
and non-probability sampling in the two phases of the study. 
 
1.11.1 Site sampling 
 
This section describes the sampling related to site population, target population, sample 
frame, accessible sites, sampling technique and sample size. 
 
1.11.2 Site population 
 
A research population is the entire group of people, objects, or elements with some 
common characteristics in which researchers are interested and to whom the results of 
the study apply (Bruce, Pope & Stanistreet 2008:133). Addis Ababa is the capital of 
Ethiopia, inhabited by 2.9 million people (Ethiopia Central Statistics Agency 2012:20). 
This study focused on public hospitals and health centres in Addis Ababa. The 
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government health care facilities in Addis Ababa are classified as general hospitals, 
specialized referral hospitals, and health centres. According to the Ethiopia Ministry of 
Health Policy and Planning Directorate (2011:54), there are 47 health facilities registered 
in Addis Ababa under the government sector. The 47 health facilities are categorised as 
follows: five government general hospitals; five specialized referral hospitals, and 37 
government health centres. The majority (42) of government hospitals and health centres 
provide generalized health care services to the people of Addis Ababa, while five 
specialized referral hospitals provide specialized services, such as fistula care, 
dermatologic and ophthalmic services which were not relevant to this study. The lower-
level government facilities (health posts) were not included as the study focused on the 
health promotion and disease prevention service provision status in higher health care 
facilities. Thus the site population consisted of 42 hospitals and health centres. Unlike 
gynaecology, paediatrics and surgical departments, the study selected only medical 
departments (e.g. medical wards) as they were ideal to investigate the provision of 
integrated health promotion and disease prevention services to all adults and both 
genders.  
 
1.11.3 Site target population 
 
The target population is the aggregate of cases about which the researcher would like to 
make generalizations (Polit & Beck 2008:290). In this study, the site target population 
encompassed the 42 government health care facilities which provide higher level 
generalised health services in Addis Ababa. The site target population was stratified into   
five public general hospitals and 37 health centres. 
 
1.11.4 Site sample frame 
 
The sampling frame consists of a list of a population from which researchers draw their 
sample (William 2006:1). In this study, the sampling frame was the 42 higher-level public 
health facilities in Addis Ababa which provide generalized health care services. 
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1.11.5 Accessible sites 
 
Polit and Beck (2008:290) define the accessible population as the “aggregate of cases 
that conform to the designated criteria and that are accessible as a pool of subjects for a 
study”. In this study, the 42 health facilities (five general hospitals and 37 health centres) 
conforming to the inclusion criteria were the accessible sites. 
 
1.11.6 Site sampling technique 
 
Multistage sampling is a sampling strategy that proceeds through a set of stages from 
larger to smaller units (Hayes 2011: 3). In this study, multistage sampling involving 
stratified and simple random sampling applied for site sampling. Stratified sampling is 
used when the population contains two or more mutually exclusive categories (i.e., 
strata), such as hospital and health centre services. Often the size of each stratum in the 
sample is made to correspond with the proportion of the stratum in the population (Salkind 
2010:1297). In this study, there were two strata, namely hospitals and health centres. 
From the total site sample frame, 50% were taken proportionately as sample sites (three 
government hospitals, 19 government health centres) to participate in the study. This 
gave a total site sample size of 22 health facilities. Simple random sampling is the most 
basic probability sampling design. In simple random sampling, researchers establish a 
sampling frame or list of the elements from which the sample will be chosen (Polit & Beck 
2008:296). To select the health care facilities to be studied from the general hospitals and 
health centres, the researcher used simple random sampling using random number 
tables. 
 
1.11.7 Site sample size 
 
The accessible site population consisted of 42 public health facilities:  five general 
hospitals and 37 health centres. The researcher selected 50% of all the public health 
facilities in Addis Ababa, which resulted in 22 facilities (three general hospitals and 19 
health centres).  The medical in-patient and out-patient sections of the 22 selected health 
services were targeted for data collection. 
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1.11.8 Respondent sampling 
 
This section describes the sampling related to the respondent population, target 
population, sample frame, accessible population, and sampling technique and calculation 
applied to determine the sample size. 
 
1.11.9 Respondent population 
 
A research population refers to the group of elements, objects or people in which 
researchers are interested, and to which they wish the results of the study to apply (Bruce 
et al 2008:133). In the first phase of the study, the respondent population consisted of 
two strata, namely patients and health service managers. Patients attending medical out-
patient and in-patient departments of the 42 health facilities belonged to the first stratum. 
Patients discharged from hospitals or health centres after having been admitted for at 
least 24 hours, and who were above 18 years of age and in stable condition, could 
participate in the study. Health service managers working in the 42 health facilities formed 
the second stratum of the respondent population for the first phase of the study.  
 
In the second phase, 20 experts who were currently working in Ethiopia and had a 
minimum work experience of ten (10) years in the field of health promotion and disease 
prevention were selected. To diversify the expert representation and obtain different 
perspectives on the recommendations to be made, the composition included public health 
specialists working in health promotion and disease prevention areas; medical doctors 
working in hospitals and health centres; experienced nurses working in hospitals and 
health centres, and Ministry of Health officials working in health promotion and disease 
prevention departments. 
 
1.11.10 Respondent target population 
 
The target population is the aggregate of cases about which the researcher would like to 
make generalizations (Polit & Beck 2008:290). In the first phase of the study, all patients 
attending medical out-patient and in-patient departments in the 22 public health facilities 
(three general hospitals and 19 health centres) who were in stable condition and above18 
years of age formed the first stratum of the respondent target population. The health 
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service managers who were in charge of the 22 public health facilities formed the second 
stratum of the target population eligible to participate in the study. In the second phase, 
the target population were public health experts living and working in Addis Ababa, of 
which 20 respondents were selected. 
 
1.11.11 Respondent sample frame 
 
The listing of the population from which researchers draw their sample is called the 
sampling frame (William 2006:1). The respondent sample frame for the study consisted 
of patients who attended any of the selected 22 hospitals and health centres as well as 
health service managers who worked in these facilities. The patients admitted or 
attending the medical out-patient department (OPD) and in-patient department (IPD) of 
the 22 health facilities formed the sample frame for exit interviews. All health service 
managers, the most senior person of the health facility, who are mostly medical doctors, 
nurses, or their official designated representatives working in the selected 22 health 
facilities, were respondents for the health service manager stratum. 
 
1.11.12 Respondent accessible population 
 
The accessible population is the aggregate of cases that conform to the designated 
criteria and are accessible as a pool of subjects for a study (Polit & Beck 2008:290). The 
respondent accessible population for the study were patients registered to receive 
medical care at the medical out-patient and in-patient department of the 22 health facilities 
during the data-collection period. All health service managers working in the 22 health 
facilities would participate in the study. In case the hospital or health centre manager was 
not available during the data-collection period, the official delegate would complete the 
questionnaire. 
 
1.11.13 Respondent sampling technique 
 
For the first phase, a total of 848 patients were proportionately selected from the 22 
selected facilities based on the average daily patient numbers of the facilities in the 
specific stratum. An average of two weeks’ patient load for each facility prior to the 
commencement of data collection was used to proportionately allocate the 848 patients 
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to each hospital and health centre. If a stratum was found to be under-represented in 
patient numbers due to a low patient load, weighting was considered to be applied to 
over-sample from the specific stratum. Weighting in stratified sampling is the assigning of 
different weights to cases that were selected in a sample with different probabilities of 
selection (Babbie 2011:239). Patients from the out-patient department (OPD) and in-
patient (IPD) medical departments of the hospitals and health centres were selected, 
using systematic sampling. Systematic sampling can be used to sample every kth person 
leaving a hospital or health centre OPD or IPD. The first element should be selected 
randomly, using a table of random numbers (Polit & Beck 2008:299). In this study, patient 
cards were systematically sampled and as the patients exited from the medical OPD or 
IPD, they were contacted to participate in the study. All health service managers of the 
22 health facilities were purposively selected to participate in the study. In purposive 
sampling, the researcher approaches a group of potential participants to be included in a 
sample based on certain criteria established by the researcher (Schuyler 2012:100). In 
the second phase, 20 respondents were purposively selected based on their experience 
and educational background in health promotion and disease prevention to participate in 
the Delphi rounds. 
 
1.11.14 Respondent sample size 
 
The total sample size was determined using the single proportion formula below (Kothari 
2004:179).  
 
Where,  
 
n= z2 p q 
       e2 
 
Where, 
n=Sample size, p=Sample proportion, q=1-p 
z=Standard variation at given confidence interval, 
e=Acceptable error 
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For the first phase, considering a 50% proportion of patients receiving health promotion 
and disease prevention services included in the operational definition, 95% confidence 
interval, standard error of 5%, z value at 95% confidence interval of 1.96, 10% non-
response rate (Fox, Hunn, & Mathers 2007:18) and design effect of 2 (Turner 2003:12), 
the sample size for respondents was calculated to be 848. 
 
Twenty experts in health promotion and disease prevention area were selected to 
participate in the second phase. 
 
1.12 DATA COLLECTION 
 
Data collection refers to the collection of information required to conduct a research study 
(Polit & Beck 2008:299). In this study, data collection was done in two phases.  
 
1.12.1 Data-collection instruments 
 
Any scientific study, irrespective of its type and approach, needs to address the method 
applied to collect data. For the purposes of the study, the researcher used self-
administered questionnaires and interviews, which are the most common means of data 
collection (Beatty 2009:281). The researcher collected data from the patients by means 
of structured interviews and from the health service managers by means of self-
administered questionnaires.  In the second phase, questionnaires were distributed to the 
experts by means of the Delphi technique as a means of refining the framework to be 
developed.  
 
To examine the health promotion and disease prevention services provided to patients, 
a structured exit interview was conducted, using an interview guide in the form of a 
questionnaire. Some questions in the patient interview questionnaire were partly derived 
and modified from the Behavioural Risk Factor Surveillance System Questionnaire 
(BRFSS) prepared for health promotion and disease prevention (CDC 2011:7). The 
BRFSS materials produced by federal agencies are in the public domain and can be 
reproduced without permission (CDC 2015a). A self-administered questionnaire to 
investigate the health facilities’ readiness in terms of the availability of adequate 
equipment, skilled service providers, and drugs to provide health promotion and disease 
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prevention services was administered to the health service managers. Chapter 3 
discusses the development of the data-collection instruments. 
 
During the consensus-seeking process, questionnaires were produced and provided to 
the panel of experts by means of the Delphi technique till the experts reached consensus 
on the framework to be developed (see chapter 6 for full discussion). 
 
1.12.2 Reliability 
 
Reliability and validity determine the quality and adequacy of a research instrument (Polit 
& Beck 2008:416). An instrument’s reliability is the extent to which measures are 
consistent or repeatable over time hence the ability to replicate the same results using 
the same techniques under similar conditions. In this study, the quality of data collection 
was ensured by providing a two-day training session for the data collectors prior to data 
collection so that they correctly understood the questions and collected the information 
accurately. Moreover, a pre-test on the patient exit questionnaire was conducted with 20 
patients (10 from general hospitals and 10 from health centres) at facilities not selected 
for the study. Pre-testing identifies problems in the design and sequencing of questions, 
and determines the instrument’s reliability and validity.   A pre-test on the questionnaire 
for the health service managers was conducted with participants at four health facilities 
not involved in the study. 
 
1.12.3 Validity 
 
Validity refers to accuracy and correctness; that is, the measure to which a study’s 
findings accurately depict the phenomenon being studied and the correctness of the data 
collected. From this general perspective, a researcher’s data are valid to the extent that 
the results of the measurement process are accurate (Schuyler 2012:81). There are 
different means of measuring validity, namely face, content, criterion and construct 
validity. In this study, content and face validity were relevant. 
 
Content validity concerns the degree to which an instrument has an appropriate sample 
of items for the construct being measured (Bhattacherjee 2012:60). To ensure content 
validity of the patient interview schedule, the researcher conducted a literature review and 
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derived questions from the Behavioural Risk Factor Surveillance System Questionnaire 
(BRFSS) (CDC 2011:7). The instruments for patient and manager groups were reviewed 
by public health specialists, and their feedback considered before data collection. Face 
validity refers to whether the instrument appears to measure the appropriate construct on 
face value (Polit & Beck 2008:423). During the pre-testing of the instruments, the experts 
were asked to also assess the face validity of the instruments. Both instruments had 
adequate sample items to extensively measure the health promotion and disease 
prevention provision at the health facilities. 
 
1.12.4 Pre-testing the data-collection instruments 
 
A pre-test for the exit interview schedule was conducted using 20 patients (10 from a 
general hospital and 10 from a health centre) from health facilities not included in the 
study. The health service managers’ instrument was pre-tested on four health service 
managers working in three health centres and a hospital, who were not involved in the 
major study. The data-collection instruments were modified based on the pre-test 
findings. 
 
1.12.5 Data-collection phases 
 
The data collection was conducted in two phases. 
 
1.12.5.1 Phase 1 
 
The collection of quantitative data involves highly structured methods in which exactly the 
same information is gathered from study participants in a comparable and pre-specified 
way (Encyclopaedia of Nursing Research 2006:125). In phase 1, two data-collection 
instruments were used. First, exit interviews by means of a structured interview guide for 
patients leaving medical OPDs and for those patients being discharged from medical 
IPDs of the selected hospitals and health centres. Secondly, a structured self-
administered questionnaire for health service managers in the selected hospitals and 
health centres. Patients’ medical cards were marked after the interview to avoid repeating 
the interview for patients encountered more than once. Ten data collectors were trained 
for two days on the content and application of the questionnaires by involving them in 
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patient interviews. The data collectors were registered nurses. Two supervisors, who held 
master’s degrees in public health, along with the principal investigator, provided the 
training, assigned the data collectors to facilities, supervised data collection and ensured 
the quality of data collected by reviewing the daily collected data and providing timely 
feedback to the fieldworkers. Data collection was completed in seven days with an 
average data collection from 1 to 2 health facility managers and 10 to 12 patients per day 
per data collector.  
 
1.12.5.2 Phase 2 
 
In using the Delphi technique, a series of self-developed questionnaires were 
administered to a panel of 20 experts selected from different levels of health service 
providing facilities and the Ministry of Health (MOH) offices. The self-administered 
questionnaires were provided by e-mail or hard copy, according to the individual experts’ 
preference. The primary purpose was to reach consensus on the content and scope of 
the proposed framework aimed at the integration of health promotion, disease prevention 
and curative health care services at hospitals and health centres. The first questionnaires 
required the experts’ opinion on the feasibility and acceptability of the framework 
developed from the study findings. The experts’ responses were summarized and used 
to develop a second questionnaire, giving participants a chance to re-evaluate their 
responses in the light of the responses from the other panel members, then to rank the 
items in order of priority (Wathen, MacGregor, Hammerton, Coben, Herrman, and Stewart 
& MacMillan 2012:4). The Delphi questionnaires were in the form of a Likert scale in order 
to determine the experts’ measure of agreement with the stated items in the framework, 
thus working towards reaching consensus (Keeney, Hasson & McKenna 2011:77). The 
researcher applied two Delphi rounds with a 75% cut-off point for reaching consensus. 
 
1.13 DATA MANAGEMENT AND ANALYSIS 
 
A statistician assisted with the analyses of data collected from the management group 
and patients during phase 1, using the SPSS version 21.0 program. Descriptive and 
inferential statistical techniques were used, and the results presented in frequency tables, 
cross-tabulation and the Spearman’s rho technique to compute the correlation for 
comparison and association of results among dependent and independent variables. The 
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data derived from the Likert scale questions in phase 2 were summated to determine 
each item’s score. Summating item scores makes it possible to detect fine discriminations 
among people with different views (Polit& Beck 2008:297). This assisted the refinement 
of the proposed framework. 
 
1.14 DEFINITIONS OF KEY TERMS 
 
For the purposes of this study, the following terms were used as defined below; 
 
An adequately staffed health facility for certain health service is when the minimum 
standard number of qualified staff required by the health facility to provide specific 
promotive, preventive and curative health care services is fulfilled.  The WHO (2010c) 
recommends health facilities to apply the Workload Indicators of Staffing Need (WISN) 
method which is based on the quantification of a health worker’s workload, in view of 
activity, required time and standards for each workload component in order to determine 
staffing needs. 
 
An adequately equipped health facility for certain health services is when the minimum 
standard number and type of equipment required by the health facility for investigation 
and treatment of patients is fulfilled. The Food, Medicine and Healthcare Administration 
and Control Authority (FMHACA)(2014:23) of Ethiopia published Standard Treatment 
Guidelines for all health facility levels (hospitals and health centers) in which expected  
diagnostic and treatment equipment are indicated. A health centre is part of a primary 
health care (PHC) unit which is intended to serve 15,000-25,000 members of the 
population in rural set-ups and a population of 40,000 in an urban set-up (Ethiopia Ministry 
of Health Medical Service Directorate 2010:3). 
 
A health post is the basic health care unit in the Ethiopian four-tier health care system. 
The health care tier consists of a primary health care (PHC) unit (a health centre with five 
satellite health posts), primary hospitals, general hospitals, and specialized referral 
hospitals (Africa Health Workforce Observatory [AHWO] 2010:18). A health post is staffed 
with 2-3 health extension workers who provide promotive and preventive health care, 
services such as immunization, health education, and antenatal care, and family planning 
at the health post as well as community and household level (Habtamu 2007:10). 
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Health promotion is the process of enabling people to increase control over and to 
improve their health. To reach a state of complete physical, mental and social well-being, 
an individual or group must be able to satisfy health needs, and to change or cope with 
the environment. Health promotion is not just the responsibility of the health sector, but 
goes beyond to healthy lifestyles and well-being (WHO 2012b). 
 
Integration of health promotion and disease prevention involves strategies that target 
several risk factors, use multiple strategies at various levels of influence, and require inter-
sectorial action. Integration entails multiplicity (more than one risk factor, level, sector, 
agent), and synergy resulting from multiplicity (Dictionary of Epidemiology 2008:129). 
 
Non-communicable diseases (NCDs) are disease processes that are not contagious or 
transferable from one human being to another. Random genetic abnormalities, heredity, 
lifestyle or the environment can cause non-communicable diseases (Anderson 2011). 
 
Prevention in health care refers to action that prevents disease occurrence. Actions 
aimed at eradicating, eliminating, or minimizing the impact of disease and disability, or if 
none of these is feasible, retarding the progress of disease and disability (Dictionary of 
Epidemiology 2008: 192). 
 
Preventive medicine encompasses both the care of individual patients, and public health 
practices which focus on the prevention of disease rather than treatment per se. (Katz & 
Ali 2009: 3).  
 
Risk factors pertain to social, economic, or biological status, behaviours, or 
environments that are associated with or cause increased susceptibility to a specific 
disease, ill health, or injury (International Encyclopaedia of Public Health 2009:222). 
 
Screening is a process of identifying apparently healthy people who may be at increased 
risk of a disease or condition (UK National Screening Committee 2012). 
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1.14 OPERATIONAL DEFINITIONS 
 
The dependent variables of the study included health promotion service, disease 
prevention service and integrated service provision.  
 
Health promotion service provision: Five health promotion activities to prevent chronic 
diseases can be selected to assess whether health promotion activities are provided by 
health service providers working in hospitals and health centres. These promotive 
activities are check-up (used in this study interchangeably with examination) and 
counselling on nutrition (Malnutrition Advisory Group [MAG] 2015); check-up and advising 
patients on physical exercise (CDC 2015d); examining and counselling patients on how 
to prevent STIs (Workowski & Bolan 2014:6); check-up on patients’ housing and/or 
environmental conditions (WHO 2010b:3), and assessing if providers offer written health 
promotion materials to patients (Wizowski, Harper & Hutchings 2014:5). Health promotion 
service provision by a hospital or a health centre is considered “optimal” when five of the 
noted activities are provided; “satisfactory” when four noted services are provided; 
“unsatisfactory” when three services are provided, and “poor” when two or less services 
are provided. 
 
Disease prevention service provision: Seven common chronic disease risk factors can 
be selected to measure whether disease prevention services are conducted by hospitals 
and health centres. The selected risk factor screening expected to be performed by health 
service providers includes check-up for blood pressure (Smeltzer, Bare, Hinkle & Cheever 
2010:66), assessment for cancer (WHO 2015b), assessment for diabetes (American 
Diabetes Association 2016), counselling on cigarette smoking (American Academy of 
Family Physicians 2015), assessment for patient alcohol abuse (CDC 2014a), check-up 
for risk for increased cholesterol (Harvard Medical School 2009:3), and examination for 
risk of HIV infection (Ethiopia MOH 2010b:36). Disease prevention by a hospital or a 
health centre is considered “optimal” when five or more of the noted activities are 
provided; “satisfactory” when four noted services are provided; “unsatisfactory” when only 
three of the services are provided, and “poor” when two or less services are provided. 
 
Integrated health promotion and disease prevention service by a health service is 
considered provided to a patient when at least the “satisfactory” list of both health 
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promotion and disease prevention services are provided to the patient who comes to the 
health facility seeking curative or other health services.  
 
1.15 ETHICAL CONSIDERATIONS 
 
Ethics deals with matters of right and wrong. Butts and Rich (2013:4) define ethics as “a 
systematic approach to understanding, analysing, and distinguishing matters of right and 
wrong, good and bad, and admirable and deplorable as they relate to the well-being of 
and the relationships among sentient beings”. In this study, the researcher upheld the 
principles of permission, autonomy, confidentiality and privacy, and informed consent. 
 
 Permission 
 
The proposal was reviewed and ethical clearance obtained from the Higher Degrees 
Committee of the Department of Health Studies at the University of South Africa (UNISA). 
Permission to conduct the study was obtained from the Addis Ababa Regional Health 
Bureau, sub-city administration health departments and the respective health facilities 
(see Annexure A, C). 
 
 Autonomy 
 
The participants’ autonomy was assured by respecting their right to self-determination 
and independent decision making (Beauchamp & Childress 2009:38-39). The participants 
were informed that they could decline to participate or opt not to answer any question 
they felt sensitive about even after they had agreed to participate. For the patients’ exit 
interviews, the data collectors read the informed consent form attached to the 
questionnaire aloud before the interview and asked the patients to sign if they agreed to 
participate. The study posed no risk to the participants. 
 
 Confidentiality and privacy 
 
The researcher upheld the participants’ confidentiality and privacy by ensuring that no 
names were provided on the questionnaires; data was collected individually, and the 
information provided could not be accessed by any third party. Since no names were 
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written on the questionnaires, the information provided remained anonymous and could 
not be linked to any particular respondent. The signed consent forms were separated 
from the questionnaires to ensure anonymity and confidentiality.  
 
 Informed consent 
 
The participants were informed of the purpose of the study and that participation was 
voluntary.  The participants had the right to self-determination, fair treatment (justice), 
protection from discomfort or harm (non-maleficence). In the case of the health service 
managers, the informed consent form accompanied the questionnaire. They read and 
signed the consent form if they were prepared to participate in the study. They then 
completed the questionnaire. The consent form was removed from the questionnaire 
once it was completed. 
 
 Scientific integrity of the research 
 
The researcher ensured the scientific integrity of the study by being honest and producing 
original research findings which could add value to public health disciplines. No incentive 
was paid to participants. No arrangement for indemnity was necessary as the research 
imposed no risk of damage. 
 
 Domain-specific ethical issues 
 
This study was designed to assess the health promotion and disease prevention services 
during curative health care provision at the selected health facilities. The sampling of 
participants was critically conducted to ensure complete randomness and not to impose 
any unfair age, gender or other socio-economic injustice to the respondents. Therefore, 
no domain-specific ethical issues were considered. 
 
1.16 SIGNIFICANCE OF THE STUDY 
 
The research findings were expected to describe the current status of health promotion 
and disease prevention service provision at public hospitals and health centres as well 
as how this service was integrated into curative services. The study was expected to 
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identify and quantify specific deficiencies in the health system and service delivery which 
could be used to develop a framework which could assist in improving integrated health 
services to be in line with Ethiopian legislation and benefit patients in receiving proactive 
care at all health facilities. 
 
1.17 SCOPE AND LIMITATIONS 
 
The study was conducted among patients attending outpatient and inpatient medical 
departments of and health service managers at selected public hospitals and health 
centres in Addis Ababa. Addis Ababa’s health facilities and the competence of their health 
professionals are of a higher standard when compared to the majority of the health 
facilities elsewhere in the country (Ethiopia Ministry of Health Policy and Planning 
Directorate 2011:62). Consequently, the findings of this study on the readiness of health 
facilities to provide comprehensive health promotion and disease prevention services 
may not be generalizable to other hospitals and health centres located in rural areas and 
elsewhere. 
 
1.18 OUTLINE OF THE STUDY 
 
The study consists of five chapters. 
 
Chapter 1 introduces and briefly outlines the study. 
 
Chapter 2 discusses the literature review. 
 
Chapter 3 describes the research design and methodology. 
 
Chapter 4 discusses the data analysis and interpretation and results of phase 1 findings. 
 
Chapter 5 discusses the phase 2, Delphi technique findings. 
 
Chapter 6 concludes and recommends from phase 1 and phase 2 findings 
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1.19 CONCLUSION 
 
This chapter briefly described the purpose, research design and methodology of the 
study. In Addis Ababa, non-communicable diseases are a leading cause of death (51%) 
among adults (Misganaw, Mariam & Araya 2012:1).Therefore, the purpose of the study 
was to explore the level of integration of health promotion and disease prevention 
services with the curative care provided at hospitals and health centres in Addis Ababa, 
and to investigate the sufficiency of staffing, equipment and supplies required for the 
provision of these services in order to propose a framework for enhancing the integration 
of health promotion, preventive and curative care within the context of Ethiopia.   
 
Chapter 2 discusses the literature review conducted for the study. 
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CHAPTER 2 
 
LITERATURE REVIEW 
 
2.1 INTRODUCTION 
 
The literature review focussed on the need for, and concept of providing integrated health 
services and how such services can be illustrated by means of the Integrated Health 
Service (IHS) framework. The chapter discusses opportunities and challenges of 
providing an IHS to comprehensively address health promotion and disease prevention 
along with curative health services, with particular focus on non-communicable chronic 
diseases (NCDs).  
 
The literature review also discusses the burden of preventable diseases based on the 
World Bank countries’ income classification of Gross National Income (GNI) per capita. 
The GNI for low-income countries is placed at $975 or less; for lower-middle-income 
countries between $975 and $3,855; for upper-middle-income countries between $3 856 
and $11,905, and for high-income countries $11,906 and above (WHO 2012c:13). The 
discussion covers the global non-communicable disease (NCD) burden for middle- and 
low-income countries, including that of Ethiopia.  The Ethiopian health policy and health 
structure for the provision of integrated health promotion and disease prevention services 
in the sphere of chronic diseases are presented. 
 
2.2 THE CONCEPT OF INTEGRATING HEALTH SERVICES  
 
The WHO (2008:3) defines “integrated health service”  as a package of preventive and 
curative health interventions for a particular population group and a means for achieving 
continuity of care over time (this may be about life-long care for chronic conditions). To 
provide such a comprehensive and continuum of care, health care systems need to focus 
on the reliable delivery of selected high-value health promotion and preventive services. 
It is critical to focus on preventive services with a relatively high health impact and 
favourable cost effectiveness, limited resources and those which produce the biggest 
health improvements to all. Therefore, both symptomatic and asymptomatic patients 
seeking health care should be assessed for the need of health promotion and preventive 
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services during routine clinical health care visits (Institute for Clinical Systems 
Improvement [ICSI] 2011b:8). Integrated  care should be centred on the  needs  of  
individuals,  their  families  and  communities and can be achieved  through  the alignment 
of all health system functions and effective change in the management thereof (WHO 
2016c:4). 
 
2.2.1 The need of integrating health services for NCDs 
 
The need for the integration of care across providers, settings and sectors directly 
correlates with the growing burden of chronic diseases and increasing demand for 
coordination across providers in health and social sector (WHO 2016c:18). Virtually 
everyone develops some form of chronic disease and most people develop multiple 
chronic diseases. For this reason, a realistic approach acknowledges the reality and 
impact of chronic disease and works to prevent and manage it over the lifespan 
(Matheson, Klügl, Engerbretson, Bendiksen, Blair, Börjesson, Budgett, Derman, Erdener, 
Ionnidis, Khan, Martinez, van Mechelen, Mountjoy, Sallis, Schwellnus, Schultz, Soligard, 
Steffen, Sundberg, Weller & Lungqvist 2013:5).  
 
Chronic disease starts and causes illness for a long period of time which requires a 
comprehensive and concerted health care approach. Today, scientists and physicians 
widely recognize the plausibility of infectious agent origins for some chronic diseases, 
such as Hepatitis B virus associated with chronic liver disease and hepatocellular cancer 
(O’Connor, Taylor & Hughes 2006:1052). Many NCDs are risk factors for TB, especially 
for the progression from infection to disease due to the negative impact on host defence 
mechanisms against Mycobacterium tuberculosis. And so can TB trigger or aggravate 
NCDs (Creswell, Raviglione, Ottmani, Migliori, Uplekar, Blanc, Sotgiu & Lönnroth 
2011:1270).  
 
Chronic infectious diseases such as HIV/AIDS and TB are found to closely link with 
chronic NCDs while malnutrition, maternal and child health also have a relationship with 
NCDs (Bygbjerg 2012:1500). However, the four common risk factors in chronic diseases 
are tobacco use, harmful use of alcohol, an unhealthy diet, and lack of physical activity. 
If these risk factors are identified early in affected patients and properly dealt with, then 
the mortality and morbidity from chronic diseases can be reduced (WHO 2011b:1). 
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National actions need to go beyond the health system to address the social determinants 
of health and prevent exposure to NCD risk factors that are common to the four major 
NCDs, namely cardiovascular disease (heart disease and stroke), cancer, chronic 
obstructive pulmonary disease, and diabetes. There are three high-priority interventions, 
which, if applied rigorously, will achieve 25% reduction in the premature NCD mortality 
rate by 2025, namely tobacco control, salt reduction to reduce blood pressure in the whole 
population, and the management of people at high risk of heart attack or stroke. All 
countries can improve their implementation of these three interventions (Bonita, 
Magnusson, Bovet, Zhao, Malta, Geneau, Suh, Thankappan, McKee, Hospedales, de 
Courten, Capewell & Beaglehole 2013:579). This necessitates the development of an 
integrated health service (IHS) approach that incorporates health promotion, disease 
prevention and curative services.  
 
A double burden of disease, the co-occurrence of infectious and chronic NCDs, requires 
integrated control strategies that should begin in the PHC sector with maximum 
involvement of all specialized personnel (Bygbjerg 2012:1500). Matheson et al (2013:4) 
emphasise that there are no community-based prevention centres that can be directly 
accessed by anyone seeking to maintain or improve their health. Despite some existing 
rehabilitation facilities and lifestyle units in primary care, there are no programmes on a 
population-wide scale that focus on behavioural change with regard to physical activity, 
exercise or other lifestyle options. Nevertheless, both propitious changes in risk factors 
and the introduction of treatment contribute greatly to reducing mortality rates from 
chronic diseases such as coronary heart disease (CHD). Furthermore, policy modelling 
efforts consistently suggest that further reduction in chronic disease mortality can be 
realized if more aggressive targets for eliminating risk factors in the population can be 
met and if compliance with evidence-based treatment can be increased, where necessary 
(Ford & Capewell 2011:15-16).  
  
2.2.2 The integrated health service (IHS) framework 
 
Most  integrated  care  models emerged  as  articulated interventions intended to improve 
care for patients with chronic conditions, multi-morbidities, and  patients  from  specific  
groups making  them  perhaps  the most natural entry point for introducing and piloting 
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integrated care models(WHO 2016c:18). For this study, the Integrated Health Service 
Framework (IHS framework), modified from the linear “causation framework” (Bonita et al 
2006:103) by the researcher, was identified as an appropriate theoretical framework. The 
causation framework successfully explains the determinants of health and their impact on 
NCDs (Bonita, Beaglehole & Kjellström 2006:103; WHO 2005:48; Frenando 2014:38).  
 
The “causation framework” describes the linear relationship of NCDs with intermediate 
risk factors, modifiable risk factors and the socio-economic, cultural and environmental 
contributory factors. Nevertheless, this model falls short of revealing the continuous 
relationship of predisposing factors and diseases as well as the intervention approaches 
necessary to avoid the risk factors and treat the diseases. In addition, the model does not 
include diseases other than chronic NCDs. Thus, there is a need for an Integrated Health 
Service (IHS) framework (modified by the researcher) which can address the 
relationships among predisposing factors along with the type of interventions needed in 
every step. The IHS framework applies to both communicable and non-communicable 
diseases as well as acute and chronic diseases as illustrated in Figure 2.1 and discussed 
below under the following headings: 
 
 Modifiable risk factors 
 Intermediate risk factors 
 Socio-economic, cultural, political and environmental factors 
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Figure 2.1 The Integrated Health Service (IHS) Framework 
 Adapted from: Bonita et al (2006:103) 
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2.2.2.1 Modifiable risk factors 
 
The relatively small number of risk factors that account for a large fraction of the disease 
burden underscores the need for policies, programmes, and scientific research to take 
advantage of interventions for decreasing or eliminating the multiple major risks to health 
(Lopez, Mathers, Ezzati, Jamison & Murray 2006:10). The attributable global deaths from 
the leading NCD risk factors are: 13% from raised blood pressure, 9% from tobacco use, 
6% from raised blood glucose, 6% from physical inactivity, and 5% from overweight and 
obesity (WHO 2011a:16). Common modifiable risk factors to chronic diseases, like 
tobacco use, alcohol abuse, unhealthy diet and physical inactivity, predispose to 
intermediate risk factors such as raised blood pressure, raised blood glucose, abnormal 
lipid level and overweight (Bonita et al 2006:103).  
 
2.2.2.2 Intermediate risk factors 
 
The four particular behaviours, tobacco use, physical inactivity, unhealthy diet and the 
harmful use of alcohol, lead to four key metabolic (physiological) changes: raised blood 
pressure, overweight/obesity, hyperglycaemia and hyperlipidaemia, which are the 
immediate risk factors for chronic diseases (WHO 2011a:16). The intermediate risk 
factors are the cause of common chronic diseases such hypertension, diabetes, heart 
and respiratory diseases (Bonita et al 2006:103). In low- and middle-income countries, 
the leading causes of diseases include risk factors prevalent among the poor and are 
associated with malnutrition, unsafe water, sanitation, and hygiene, indoor smoke from 
household use of solid fuels, and unsafe sex (Lopez et al 2006:10).  
 
Human behaviour, often dictated by social and economic reasons, can influence the risk 
of infectious diseases, such as malaria, HIV and TB, for individuals and communities. The 
major reasons for increased risk for acquiring malaria include cost of prevention, 
inconvenience to use medicines or insect repellents, or a lack of knowledge (CDC 2010). 
Studies have shown that men and women having unprotected sex with multiple partners 
and persons being treated for sexually transmitted infection are at an increased risk for 
HIV infection (US Preventive Services Task Force [USPSTF] 2005). The two risk factors 
for malnutrition are classified as disease-related factors that reduce intake despite the 
availability of foods, and inadequate availability of food, quality or presentation of food, 
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which reduces intake (Shepherd 2009:18). The IHS framework also demonstrates how 
health promotion, disease prevention and treatment interventions should be integrated to 
mitigate the continuous relationships of predisposing factors.  
 
Intensifying interventions against joint risk factors for NCDs - including diabetes, chronic 
obstructive pulmonary disease, some cancers, and against a major infectious disease, 
TB - by fighting malnutrition and tobacco and alcohol use is an obvious priority. Preventing 
common cancers by vaccinating against the virus that induces them, including human 
papilloma virus (HPV) and hepatitis B (HBV), is another priority (Bygbjerg 2012:1499). 
Diagnostic testing through community outreach activities need scaling up for early 
identification of people at high risk. Similarly, treatment and prevention services must be 
delivered in the community through nurses and health extension workers (in the Ethiopian 
context) with minimal reliance on clinical staff, particularly clinicians; such services can 
be rapidly scaled up provided that they are streamlined and simplified (Atun, Jaffar, 
Nishtar, Knaul, Barreto, Nyirenda, Banatvala & Piot; Atun, Jaffar, Nishtar et al 2013:692).  
 
2.2.2.3 Socio-economic, cultural, political and environmental factors 
 
Health and wellness are influenced by socio-economic, cultural, political and 
environmental factors. A healthy environment gives people the opportunity to make 
healthy choices and decreases their risk for heart disease, cancer, obesity, diabetes, 
respiratory diseases such as asthma, and injuries (US Department of health and human 
services, office of the surgeon general 2011:6). The IHS framework clearly demonstrates 
the relationship between the socio-economic, cultural, political and environmental factors, 
such as globalisation and population growth with the modifiable risk factors and how 
diseases lead to poor economic, social and environmental conditions which completes 
the vicious cycle. The high prevalence of diseases such as NCDs, HIV, malaria, 
malnutrition and vaccine preventable diseases in turn predisposes to weak socio 
economic conditions.  The IHS framework postulates that the vicious cycle keeps on 
unless the health promotion and disease prevention services are integrated into the 
curative domain to stop its continuation. Therefore, guidelines and protocols are 
necessary to ensure an integrated health system which is patient focused and which can 
be applied effectively by health professionals at the different levels in the health structure 
hierarchy. 
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2.2.3 Components of the IHS framework 
 
The Integrated Health Service framework illustrates how the multifaceted risk factors lead 
to diseases and how the intervention components such as health promotion, disease 
prevention and curative treatment aids in preventing disease occurrence or alleviating the 
impact of NCDs.  
 
The distinction often made between health promotion and disease prevention as different 
concepts does not hold. Health cannot be promoted without preventing disease, and vice 
versa. While health promotion and disease prevention can be distinguished conceptually, 
they can hardly be distinguished in practice. Most general measures do both at the same 
time (Tengland 2010:203). Health promotion programmes can be integrated into 
preventive services in health care systems, thus, complementing each other with the aim 
of improving the general health of the population (WHO 2011a:9). 
 
2.2.3.1 Health promotion 
 
Health promotion is widely regarded as of educational, political, regulatory and 
organisational value for behavioural and environmental changes that are conducive to 
health. Health education is a subset of applied health promotion that is primarily based 
on educational principles. However, often the boundaries between health promotion and 
health education are blurred (Bartholomew Eldredge, Parcel, Kok, Gottlieb & Fernandez 
2011:3). The WHO (2014a) refers to health promotion as the process of enabling people 
to increase control over and to improve their health. It moves beyond a focus on individual 
behaviour towards a wide range of social and environmental interventions. Health 
promotion entails methods beyond mere education, such as mobilization, community 
organization, community participation, community development, community 
empowerment, networking, coalition building, advocacy, lobbying, and policy 
development, formulating legislation and developing social norms. Unlike health 
education, health promotion does not endorse voluntary change in behaviour but utilizes 
measures that compel an individual’s behavioural change (Sharma & Romas 2012:6-7). 
Through the integrated health service framework promoting healthy life style and 
counselling on positive behavioural change can be integrated into the health care system. 
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 Promoting healthy lifestyles 
 
Patients can greatly benefit by preventing illness and optimizing their health by adopting 
healthy lifestyles, such as increasing physical activity, improving nutrition, decreasing 
tobacco use and exposure to tobacco smoke, decreasing hazardous and harmful alcohol 
use, and practising positive thinking (Institute for Clinical Systems Improvement 2011a:9). 
Although chronic diseases can lead to a multitude of health problems when untreated, 
several chronic diseases can be prevented or minimized with lifestyle changes, such as 
eating nutritiously and being physically active. In many instances, health service providers 
can be effective agents in the behavioural change process by offering brief counselling 
sessions on disease prevention behaviours during clinic visits.  In several countries, 
however, many patients do not currently receive counselling or health education on these 
positive life style behaviours from their health service providers (Wolff, Massett, Weber, 
Mockenhaupt, Hassmiller & Malbach 2010:266).  
 
 Approaches in positive behavioural change  
 
Targeting one person with a behavioural change programme may impact positively on his 
or her social network by triggering substantial behavioural change in that person’s family 
and friends, thereby shaping a social norm. Thus, the cumulative impact of a preventive 
intervention is the sum of the direct health outcomes for the individual, plus the collateral 
health outcomes in those socially connected (collateral health effects). This emphasizes 
the connection between the individual and surrounding social determinants of health 
(Matheson, Klügl, Engerbretson et al 2013:4). For instance, counselling interventions in 
the PHC setting can improve unhealthy alcohol consumption behaviours in adults 
engaging in risky or hazardous drinking. The brief multi-contact behavioural counselling 
approach has been found to be effective (USPSTF 2014:8). 
 
There are different positive evidence-based behavioural change models that can be 
applied for health promotion purposes, such as the social learning theory and motivational 
interviewing. The social learning theory, an approach that increases self-efficacy by 
means of providing clear instructions, or receiving the opportunity for skill development 
or training, and modelling the desired behaviour, is a widely applied and effective health 
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behaviour change theory. It improved several behaviours across patient groups with 
specific individual chronic conditions, and also in a mixed patient group. Motivational 
interviewing, a brief intervention that typically comprises sessions of 5 to 60 minutes of 
counselling and education provided over one to five sessions, is also an effective health 
behaviour change intervention for several chronic conditions (New Zealand MOH 
2012:5). 
 
2.2.4 Preventive services 
 
Traditional medicine sees the absence of symptoms as health and the onset of disease 
symptoms as an acute event requiring treatment (e.g., medication or surgery). Prevention 
attempts to identify risk factors early, address these factors and thereby delay the onset 
of symptoms of chronic disease. Furthermore, prevention can ameliorate the effects of 
existing chronic disease on functional capacity and the development of related chronic 
diseases (co-morbidities) (Matheson et al 2013:5). Disease prevention encompasses 
primary, secondary, and tertiary prevention (Ballweg, Sullivan, Brown & Vetrosky 
2008:278).  
 
2.2.4.1 Primary disease prevention 
 
Primary prevention refers to health promotion, which fosters wellness in general and thus 
reduces the likelihood of disease, disability, and premature death in a nonspecific 
manner, as well as specific protection against the inception of disease. Examples of the 
former include the promotion of physical activity and prudent dietary practices; smoking 
avoidance or cessation, and the mitigation of stress. Immunization is a clear example of 
primary disease prevention (Katz & Ali 2009:3-4). 
 
A special attribute of primary prevention involving efforts to help patients adopt healthy 
lifestyles is that a single intervention may prevent multiple diseases. Smoking cessation 
decreases not only lung cancer but also many other pulmonary diseases, other cancers 
and most of all, cardiovascular diseases. Maintaining an appropriate weight prevents 
diabetes and osteoarthritis, as well as cardiovascular diseases and some cancers. 
Primary prevention at the community level can also be effective. For example, 
immunization, no-smoking regulation in public buildings, chlorination of water supply, 
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laws mandating seatbelt use in automobiles and helmet use on motorcycles and bicycles 
(Fletcher, Fletcher & Fletcher 2014:154).  
 
The periodic health examinations (PHEs) strategy is another health promotion and 
disease prevention approach. Although many professional organisations historically have 
recommended that adult preventive health services be offered in the context of routine 
medical care rather than during periodic health examinations, it has been found that 
patients who use PHEs may be more likely to receive the recommended preventive 
services (Shires, Stang, Divine, Ratliff, Vashi, Tai-Seale & Lafata 2012:164). Periodic 
health examinations contribute to the physician–patient relationship and provide more 
time for counselling, meeting patient expectations, and improving disease detection. 
Patients believe that discussion of health habits and risk factors should occur during a 
PHE along with a physical examination and various health screening tests to promote 
their health and to prevent them from harbouring infectious and chronic diseases. A 
comprehensive PHE may reveal numerous important diagnoses or risk factors that are 
not always identified through routine screening. The PHE that includes a comprehensive 
medical history and physical examination remains a valuable tool in outpatient practice 
(Kermott, Kuhle, Faubion, Johnson, Hensrud & Murad 2012:8). 
 
2.2.4.2 Secondary disease prevention 
 
Secondary prevention detects early disease when it is asymptomatic and when treatment 
can still stop it from progressing. Secondary prevention is a two-step process involving a 
screening test and follow-up diagnosis and treatment for those with the condition of 
interest. Testing asymptomatic patients for HIV and routine Pap smears are examples. 
Most secondary prevention actions are done in clinical settings (Fletcher et al 2014:154). 
Therefore, patients’ presence at health facilities needs to be utilised to the maximum for 
disease prevention. 
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2.2.4.2.1 Clinic attendance as an opportunity for promotive actions  
 
All clinic contacts, whether for acute, chronic or preventive reasons, are valuable 
opportunities for health promotion and disease prevention activities (Institute for Clinical 
Systems Improvement 2011b:11). Health care providers in all health care settings should 
utilise every opportunity to evaluate patients’ health promotion and disease prevention 
needs and implement interventions, where possible, thereby avoiding the loss of an 
opportunity to improve the quality of health of an individual. It is notable that several of 
the services most likely to go undelivered represent substantial opportunities not only to 
decrease the clinically preventable burden of disease but also to improve the cost 
effectiveness of care delivered (Shires et al 2012:171). This is particularly important for 
most chronic diseases. Donev, Pavlekovic and Kragelj (2007:24) point out that during 
patients’ clinical evaluation, the “need to routinely ask patients (and when appropriate 
family members) what matters most to them in the experience of illness and treatment 
tends to be left out of the interaction”. 
 
 Case finding 
 
The case finding approach during patients’ routine hospital and clinic visits is the 
paradigm of viewing patients’ health needs beyond their presenting illness. Case finding 
is a strategy for targeting resources at individuals or groups who are suspected to be at 
risk for a particular disease. It involves actively searching systematically for at risk people, 
rather than waiting for them to present with symptoms or signs of active disease (Public 
Health Action Support Team (PHAST) 2011). Therefore, health staff should take the 
opportunity when people are treated at health facilities for identifying and addressing 
modifiable risk factors, screen for common NCDs, and diagnose, treat and follow-up 
patients with common NCDs, using standard protocols (Maher, Harries, Zachariah & 
Enarson 2009:5).  
 
 Screening 
 
Screening is the identification of unrecognized diseases or risk factors by means of history 
taking (e.g., asking if the patient smokes), physical examination (e.g., a blood pressure 
measurement), laboratory test (e.g. checking for proteinuria in a diabetic), or any other 
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relevant procedure (e.g., a bone mineral density examination) that can be applied 
reasonably rapidly to asymptomatic people. Screening tests differentiate between 
apparently well persons (for the condition of interest) who have an increased likelihood of 
acquiring a disease, or a risk factor for a disease from people who have a low likelihood. 
Screening tests are part of all secondary, some primary and tertiary preventive activities 
(Fletcher et al 2014:154).  
 
Recommendations on disease types and timing for screening vary from country to 
country, based on the context and evidence-based findings. For instance, according to 
the USPSTF (2014:40), the optimal interval for screening adults for hypertension is not 
known. The Joint National Committee on the Prevention, Detection, Evaluation, and 
Treatment of High Blood Pressure (2004:18) recommends screening every 2 years with 
BP <120/80 and screening every year with Systolic Blood Pressure (SBP) of 120-139 
mmHg or Diastolic Blood Pressure (DBP) of 80-90 mmHg. 
  
2.2.4.3 Tertiary disease prevention 
 
Tertiary prevention refers to clinical activities that prevent deterioration, reduce 
complications and improve quality of life after a disease has declared itself (Smeltzer, 
Bare, Hinkle & Cheever 2010:15). Tertiary prevention is another term for treatment, but 
treatment focused on health effects occurring not so much in hours and days but months 
and years. For example, in diabetic patients, good treatment requires not just control of 
blood glucose but also searches for and successful treatment of other cardiovascular risk 
factors (e.g. hypertension, hypercholesterolemia, obesity, and smoking). The preventive 
activities are tertiary in the sense that they prevent and reduce complication of a disease 
that is already present (Fletcher et al 2014:154). Prevention of non-communicable 
diseases (NCDs) is likely to be suboptimal without treatment, and treatment without 
effective prevention is unlikely to have a major sustained effect (Atun et al 2013:693). 
 
2.3 POSSIBLE REASONS FOR NOT PROVIDING INTEGRATED HEALTH CARE 
 
The Ethiopia Ministry of Health realizes the value of promotive and preventive care, but 
various challenges thwart and prevent the implementation of government policy and 
relevant programmes in this regard. Inadequate human, financial and logistic capacity as 
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well as limited data and evidence-based practice are the main challenges to the disease 
prevention and control program. A serious shortage of experienced professionals and 
high attrition rates also contribute to the problem (Ethiopia Ministry of Health 2011:39-
50). Possible reasons for not providing an integrated package of health care services, 
therefore, can be summarized as inadequate capacity and availability of health 
professionals, insufficient financial and logistical resources, and limited data and 
evidence-based practices.  
 
2.3.1 Health professionals’ capacity and availability in view of providing IHS 
 
The low level of awareness and knowledge of NCDs and their risk factors, both among 
the general population and health professionals, remains an impediment to effectively 
applying an IHS approach in the Ethiopian context (MOH 2013:40). The primary tasks of 
clinical medicine may be preventing premature death and disability and improving the 
lives of those under care, but medical professionals are not trained to understand social 
structure and the need for intervention at the structural level. In the doctor-patient 
relationship, the biomedical diagnosis and treatment take precedence because that is 
how physicians are trained. The old axioms of “doctor’s orders,” and “quit smoking and 
lose some weight” became the ‘accepted protocol’ for disease prevention and health 
promotion. This is how doctors and nurses interact with patients (Donev et al 2007:17). 
Evidence-based medicine however, emphasises individualizing treatments, treating the 
whole  person, promoting self-care and self-healing, and recognizing the spiritual nature 
of each individual, according to individual preferences (U.S. Department of Health and 
Human Services, Office of the Surgeon General. 2011:20). 
 
Health promotion and disease prevention at societal and structural levels involve 
interventions that improve social determinants of health (SDH), such as economic growth, 
income distribution, geographical differences, education, gender, food and nutrition, 
behaviour, lifestyle-related factors, environmental factors, and air quality. Ethiopia is now 
recognizing the importance of the profound effect of the social determinants of health 
(WHO 2013b:4). Medical doctors graduated from medical schools need to be equipped 
with the knowledge and skills in social determinants of health in order to provide patients 
with comprehensive health care.  
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Cognizant of the need for revision of the old medical doctors’ training curriculum, the 
Ethiopia Ministry of Education and Ministry of Health, in 2012, jointly adopted the training 
of medical doctors using a different approach and curriculum through a New Innovative 
Medical Education Initiative (NIMEI). The NIMEI uses an innovative and new approach 
that is different from the existing curriculum with regard to the uptake of students, years 
of education, and competency of graduates. The approach is expected to improve the 
human resource shortage of the country and health service integration capacity of health 
staff (Yodit & Aklilu 2013:36-37).  
 
Despite rapid expansion of the health service infrastructure in Ethiopia, the utilization of 
health care facilities is still at a low level. The MOH (2014b:79) acknowledges that the 
quality of health care services is a major reason why patients do not use these facilities. 
Chronic NCDs represent a growing but neglected burden in many developing countries. 
Rural sufferers, distant from health facilities,  are the most seriously affected . Mamo, 
Seid, Adams, Gardiner and Parry (2007:228) conducted a study on a community care 
programme developed at Jimma University Hospital and allied health centres in rural 
southwest Ethiopia. The new programme was a response to the need for chronic disease 
management and treatment, which was a huge burden resulting in a rapid turnover of 
trained and qualified staff challenging service delivery. The reasons for leaving the service 
included joining international non-governmental organisations and moving on for further 
training, often abroad (Mamo et al 2007:230).  The programme allows treatment to be 
provided away from the main hospital so that patients who cannot afford to travel can 
access care nearer home. In their study, Mamo et al (2007:231) focused on its effective 
application to diabetes and epilepsy, and found that it can be replicated in more or less 
developed countries and may also be relevant for HIV care. 
 
It is not only hospital management who is troubled by a lack of staff, patients are also 
aware of the unavailability of services due to the lack of qualified staff and supplies in 
health facilities which usually becomes a common reason for patients to bypass the 
nearest health facilities. In a household survey on service utilization (MOH 2014a:78), 
shortages of pharmaceuticals, and perceived shortage of qualified health professionals 
at the nearest health facility accounted for 69.05% of the incidence of such “bypassing.” 
The Ethiopian MOH (2014b:79), therefore, urges health professionals to acquire 
appropriate professional qualifications and to conduct themselves professionally in order 
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to improve the health service utilisation. 
 
2.3.2 Health facilities’ financial and logistic capacity to provide an IHS 
 
The most common challenges for health facilities’ readiness in providing integrated health 
promotion and disease prevention activities related to NCDs are a lack of technical and 
financial support, and a limited number of partners working on and supporting the NCD 
prevention and control programmes (MOH 2013:40).  
 
However, improving PHC for the prevention and treatment of people at high risk of NCDs 
is cost-effective considering the long-term health outcome of the interventions should they 
become ill (Beaglehole, Bonita, Alleyne et al 2011:11). However, integrating prevention 
programmes into PHC services in resource-limited countries is challenged by their high 
implementation costs. For instance, the HPV vaccine protects against HPV types 16 and 
18, which cause about 70% of cervical cancer cases. The vaccine is important in low-
income and middle-income countries where cancer screening and treatment services are 
often unavailable. However, very few of these countries have introduced HPV vaccines 
into their national programmes because of their high price (Hogerzeil, Liberman, Wirtz, 
Kishore, Selvarai, Kiddell-Monroe, Mwangi-Powell & von Schoen-Angerer 2013:681-
684). 
 
According to Hogerzeil et al (2013:681-684), access to essential medicines and vaccines 
to prevent and treat communicable and NCDs is unacceptably low worldwide. However, 
improvement of access and affordability can be achieved within existing budgets should 
efficiency of procurement processes be improved. In Ethiopia, repeated damages of 
laboratory equipment due to power interruptions and shortage of laboratory stock, such 
as reagents, supplies and equipment, are additional common problems (MOH 2011:50).  
 
The unavailability and high cost of drugs for the management of chronic diseases makes 
the treatment of patients very limited. Provided that effective chronic health care is 
available at the lower health care system, such as at health centres, and the community 
is aware of the common diseases, it is expected that the number of chronic disease 
sufferers seeking care for the first time will increase and subsequent promotive and 
disease prevention interventions can be successfully applied (Mamo et al 2007:230). 
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An effective NCD strategy entails leadership commitment in terms of resource 
mobilisation and allocation, regular drug supply and health workforce development 
(Maher et al 2009:5). In Ethiopia, non-governmental partner contribution to overall health 
sector expenditure constitutes 49.9%, while the household contribution is 33.7%, the 
government allocation is 15.6%, and others contribute 0.8% (MOH 2014a).   The large 
portion of partners’ financial support to the health sector does not necessarily focus on 
NCDs. Only a few self-motivated individuals organized into NGOs or societies, such as 
the Mathiwos Wondu Ye-Ethiopia Cancer Society (2015), actively support and maintain 
a specific NCDs agenda (like availing treatment for children suffering from cancer) in the 
country. During the national level NCDs conference hosted by the Ethiopian Ministry of 
Health and partners in 2010, it was indicated that the paucity of partners working on 
NCDs’ prevention, treatment and care and the shortage of funds to implement projects 
on NCDs remained challenging. Understanding this problem, the Ethiopian MOH has 
created the national NCD consortium in which partners are expected to play key roles in 
NCDs prevention and treatment programmes (MOH 2010:12). 
 
2.3.3 Limited data and evidence-based guidelines on NCDs 
 
The problem of non-availability of national-level data and surveillance capacity on chronic 
non-communicable diseases is partly due to a lack of clear NCD guidelines that direct 
registry and reporting of promotion, prevention and treatment services related to NCDs. 
Ethiopia and other countries have compensated for the lack of national-level data by 
making use of hospital data, and data collected from small-scale surveys and research 
studies, or making use of regional data from similar countries. Such data constraints make 
it difficult to advocate and convince decision makers to allocate more resources for health 
promotion and disease prevention programmes (Beatty 2012:27).  
 
Cross-sectional studies such as the one conducted by Misganaw et al (2012:1) applied 
burial surveillance using verbal reports from relatives regarding the reason for death. 
These reports found the increasing contribution of NCDs to premature death of people as 
young as 35 years of age. Premature deaths were mainly due to specific cancers (such 
as malignant neoplasms, stomach cancers), diabetes, hypertension and stroke. 
Therefore, the country requires evidence-based NCD national guidelines, and 
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surveillance and monitoring systems which health professionals can utilize to extract up-
to-date information. 
 
The WHO (2014e) country profile survey on NCDs indicated that there was no available 
data for Ethiopia on evidence-based national guidelines/protocols/standards for the 
management of major NCDs through a primary care approach as well as NCD 
surveillance and monitoring systems in place to enable reporting against the nine global 
NCD targets to be achieved by 2025. The MOH health sector transformation plan outlined 
the non-existence of nationally representative surveys on NCDs and their risk factors in 
Ethiopia (MOH 2015:36). The quality and effectiveness of the management of patients 
with chronic diseases is directed by and dependent on the use of clinical 
guidelines/standards by health professionals. There is a low level of patient adherence to 
the recommended process of care provided by health facilities when service providers do 
not use uniform clinical guidelines/standards (Yibeltal, Chilli & Dereje 2011:128). 
 
There are no clinical guidelines for Ethiopian health workers to promote the health of their 
NCD patients, and to prevent and treat NCDs that result in premature deaths (Misganaw 
et al 2012:1). The country needs clear guidelines on the recommendations of disease 
screening and timelines, treatment and patient care. Guidelines that assist health 
professionals in preventing and treating NCDs could be very  useful in Ethiopia if they are 
updated regularly taking cognizance  of the local context and current clinical evidence as 
is the case in developed countries (USPSTF 2014). 
 
2.4 PREVENTABLE DISEASE BURDEN 
 
Preventable non-communicable diseases already claim a massive proportion of disease 
burden across the globe and particularly of resource-constrained countries that continue 
suffering from communicable diseases. The fact that non-communicable diseases 
significantly affect the quality of life and are deadly but mostly preventable calls for a 
comprehensive health promotion and disease prevention approach that could augment 
countries’ health systems.  
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2.4.1 Global magnitude of preventable diseases problem 
 
Developing countries, where malnutrition and infectious diseases such as malaria and 
tuberculosis (TB) remain the major cause of disease burden, are affected by a double 
burden of diseases while development, industrialization, urbanization, investment, and 
aging drive the countries to another epidemic wave of non-communicable diseases 
(NCDs) such as diabetes (Bygbjerg 2012:1499).  
 
Non-communicable diseases (NCDs) - like heart attacks and strokes, cancers, diabetes 
and chronic respiratory disease - account for over 63% of deaths in the world today. Every 
year, NCDs kill 9 million people under 60 years of age (WHO 2011a:9).  According to the 
WHO (2011b:1), the effect of non-communicable diseases is leading to a global crisis and 
requires a concerted global response. NCDs undermine social and economic 
development throughout the world, threaten the achievement of internationally agreed 
upon development goals, and increase inequalities between countries and populations. 
This is because two of three deaths each year are attributable to NCDs, NCDs often 
cause slow and painful deaths after prolonged periods of disability, in all regions of the 
world, total numbers of NCD deaths are rising and the double burden of disease places 
enormous strains on resource-deficient health systems. 
 
NCDs also disproportionately affect individuals who are poor thus increasing inequalities  
(Beaglehole, Bonita, Adams, Alleyne, Asaria, Baugh, Bekedam, Billo, Casswell, Cecchini, 
Colagiuri, Collins, Ebrahim, Engelgau, Galea, Gaziano, Geneau, Haines, Hospedales, 
Jha, Keeling, Leeder, Lincoln, McKee, Mackay, Magnusson, Moodie, Mwatsama, Nishtar, 
Norrving, Patterson, Piot, Ralston, Rani, Reddy, Sassi, Sheron, Stuckler, Suh, Torode, 
Varghese & Watt 2011:1438). This situation is especially tragic considering that at least 
80% of all heart disease, stroke and diabetes conditions are preventable (WHO 2005:3). 
Despite the threat to human development, and the availability of affordable, cost-effective, 
and feasible interventions, most countries, development agencies, and foundations 
neglect the NCD crisis (Beaglehole, Bonita, Alleyne, Horton, Li, Lincoln, Mbanya, McKee, 
Moodie, Nishtar, Piot, Reddy & Stuckler 2011:449).  
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2.4.2 Magnitude of the disease burden in middle-income countries 
 
In most middle-income countries, as in high-income countries, in 2008, NCDs were 
responsible for more deaths than all other causes of death combined (WHO 2011a:9). 
Deaths before 60 years of age, thus premature deaths, for high-income countries were 
13% and 25% for upper-middle-income countries. In lower-middle-income countries the 
proportion of premature NCD deaths under 60 years rose to 28%, more than double the 
proportion in high-income countries. Some risk factors, including tobacco use among 
men, and overweight and obesity, have become more common in middle-income 
countries (WHO 2011a:10). 
 
2.4.3 Magnitude of disease burden in low- income countries 
 
The danger of a “double burden” of disease in low-income countries, such as the 
emerging epidemic of chronic NCDs, in addition to the “unfinished agenda of infectious 
diseases” and problems of maternal and child health was flagged by some researchers 
and the WHO before the turn of the millennium (Bygbjerg 2012:1499). The WHO 
(2011a:9) indicated that nearly 80% of NCD deaths occur in low- and middle-income 
countries. In African nations, NCDs are rising rapidly and are projected to exceed 
communicable, maternal, peri-natal, and nutritional diseases as the most common 
causes of death by 2030. 
 
It is no longer possible to differentiate between diseases of the poor and the rich. 
Furthermore, restriction of health systems in poor countries to the treatment of infectious 
diseases is a response to a wrong perception. Poor people endure a double burden of 
communicable and non-communicable chronic illnesses, requiring a response that is well 
integrated into the health systems of low- and middle-income countries (Farmer, Frenk, 
Knaul, Shulman, Alleyne, Armstrong, Atun, Blayney, Chen, Feachem, Gospodarowicz, 
Gralow, Gupta, Langer, Lob-Levyt, Neal, Mbewu, Mired, Piot, Reddy, Sachs, Sarhan & 
Seffrin 2010:1192).  
 
Low-resource countries are disproportionately affected by the epidemic of NCDs. Over 
80% of cardiovascular and diabetes deaths, and almost 90% of deaths from chronic 
obstructive pulmonary disease, occur in low- and middle-income countries. More than two 
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thirds of all cancer deaths occur in low- and middle-income countries. NCDs also kill at a 
younger age in low- and middle-income countries, where 29% of NCD deaths occur 
among people under the age of 60, compared to 13% in high-income countries (WHO 
2011a:10). 
 
Maternal and child health is inextricably linked with NCDs and their risk factors (WHO 
2011b:1). The burden of breast and cervical cancers, both associated with reproduction, 
now exceeds that of many other priorities for women’s health in low- and middle-income 
countries. The 30% decrease in maternal mortality over the past three decades means 
that the number of adult women who die of breast and cervical cancer each year exceeds 
that of childbirth (Atun, Jaffar, Nishtar, Knaul, Barreto, Nyirenda, Banatvala & Piot 
2013:693). HIV increases the risk for human papilloma virus (HPV)-induced cervical 
cancer threefold, and 80% of cervical cancer cases occur in low- and middle-income 
countries (Bygbjerg 2012:1499).  
 
One of the main reasons for the high cancer mortality in Sub-Saharan Africa is poor public 
knowledge and awareness of cancer. In general, cancer awareness is less than 40%, 
and awareness of cancer screening tests less than 20% in at risk populations (Morhason-
Bello, Odedina, Rebbeck, Harford, Dangou, Genny & Adewole 2013:146).  
 
The lack of resources and capacity across all aspects of health systems and areas of 
expertise required to manage chronic diseases also complicate efforts to advocate for 
NCD related policies and programs in resource limited countries. This lack of resources 
and capacity is especially challenging when countries face the double burden of 
communicable and chronic diseases (Beatty 2012:27).  
 
2.4.4 Disease burden of NCDs in Ethiopia 
 
In Ethiopia, NCDs account for an estimated 34% of all deaths (WHO 2011c:73). The 
Ethiopia Ministry of Health (2010a:77) acknowledged the evolving double burden of 
disease types presenting as a mix of persistent, emerging and re-emerging infectious 
diseases and increasing non-communicable diseases and injuries. 
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A systematic review of non-communicable diseases in Ethiopia from 1960-2011 revealed 
cardiovascular disease, cancer, diabetes mellitus, and chronic obstructive pulmonary 
disease to be conditions highly prevalent and causing high proportions of morbidity and 
mortality, impacting both in the rural and urban populations of Ethiopia. This burden is 
becoming a big challenge to the health care delivery system of the country as improved 
diagnosis of NCDs leads to a corresponding need for a greater capacity of the already 
over-stretched existing health facilities to diagnose and treat these conditions and also 
demand effective primary health care (PHC) programmes for early diagnosis and better 
health outcomes (Misganaw, Halile Mariam, Araya & Ayele 2014:10).  
 
In a hospital record review in Addis Ababa hospitals, Misganaw, Haile Mariam, Araya and 
Ayele (2012:6) found that 31% of 47,153 hospital deaths recorded were caused by 
chronic NCDs. Furthermore, the major cause of premature death in Ethiopia is from non-
communicable diseases (51%). 
 
In 2014, Misganaw et al (2014:10) found a high prevalence of risk factors for NCDs, 
including tobacco use, harmful use of alcohol, hypertension, overweight/obesity, high 
glucose levels, and khat chewing, mainly in the urban population aged 15 years and older. 
Khat is an indigenous plant in Ethiopia, Kenya and Yemen and chewing khat is linked to 
hypertension and oral cancer (Basker 2013:74-75).   
 
In a study of 3,713 adults in Addis Ababa, Fikru, Byass and Wall (2009:36-39) found that 
high blood pressure was widely prevalent (31.5% of the males and 28.9% of the females); 
overweight (20% of the males and 38% of the females), and physical inactivity (17% of 
the males and 31% of the females) were important determinants of high blood pressure, 
and 25% had a sedentary lifestyle. Fikru, Byass and Wall (2009:39) referred to this as “a 
silent epidemic”.  
 
2.5 ETHIOPIAN HEALTH SYSTEM 
 
Since the development of the Ethiopian transitional government health policy in 1993, 
progressive changes in the local health system and programmes have taken place, which 
affect the health promotion and disease prevention aspects of NCDs. The major changes 
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in the Ethiopian health care system regarding NCD prevention and treatment are 
summarized in table 2.1 and will briefly be discussed. 
Table 2.1 Major changes and interventions in the Ethiopian health system that 
were expected to affect the prevention and treatment of NCDs 
 
 Major Ethiopian health 
policy, plans, programmes 
on NCDs 
Year Effect of the changes  on NCDs prevention 
and care 
1 Developed the Ethiopian 
Health Policy  
1993 Emphasises the promotive and preventive 
focus on health care. 
2 Launched the health 
extension programme  
2003 Institution of a community-based strategy to 
deliver preventive and promotive health care 
services focusing on social determinants of 
health. 
3 Restructured the Ethiopian 
health system from a four- to 
a three-tier system 
2009 Structural task shifting of NCDs prevention and 
treatment to PHC level. 
4 Developed the Health Sector 
Development Plan (HSDP) 
IV  
2010 Included targets and strategic initiatives for the 
prevention and treatment of chronic NCDs. 
5 Integrated the NCD 
screening tools into the 
Urban Health Extension 
Family Folder (FF) and  
Health Card 
2010 NCDs screening tool  was extended to urban 
health professionals; the family folder and 
health card to be utilized for screening during 
the household visits and archive patients data 
suffering from NCDs. 
6 Developed the Strategic 
Framework for the 
Prevention and Control of 
major NCDs  
2011 Provided strategic approaches for the 
prevention and control of major NCDs. 
7 Launched the screening for 
cervical cancer in 25 
hospitals  
2011  Twenty-five selected hospitals initiated 
screening, early detection and treatment of 
cervical cancer patients with support from 
partners. 
8 Establish an NCD unit at the 
MOH 
2012 Provide over all guidance and coordination on 
NCD issues at national level. 
9 Develop the Ethiopia cancer 
control strategy  
2015 Outlined the country’s cancer control strategy. 
10 Publish the Health sector 
transformation plan from 
2016-2020  
2015 Indicated cardiovascular diseases, diabetes 
mellitus, cancer, respiratory problems, injuries 
and mental health as part of the country’s 
priority interventions. 
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2.5.1 Re-structuring of the Ethiopian health system 
 
The business process re-engineering reform introduced by the MOH in 2009 restructured 
the Ethiopian health service into a three-tier system (MOH 2011:60):  
 
 Primary care level, which comprises health posts, health centres and primary 
hospitals. 
 Secondary care level, which consists of general hospitals. 
 Tertiary care level, which comprises specialized hospitals.  
 
The health system restructuring helped in the provision of care for infectious diseases in 
accordance with Millennium Development Goal number 6, which aims at decreasing 
infectious diseases such as TB and HIV/AIDS. The current trends indicate that the country 
is moving forward in achieving this goal. However, the health system is inadequately 
resourced to effectively provide the care for individual (Misganaw, Mariam, Araya & Ayele 
2012:7). 
 
2.5.2 Ethiopian health policy on the integration of services 
 
Since 1994, the Health Policy of the Transitional Government of Ethiopia (1993:26) has 
emphasised promotive and preventive health activities as the focus of health care in 
Ethiopia. Control of common endemic and epidemic communicable and nutritional 
diseases using appropriate general and specific measures are contained in the policy. In 
line with the Health Policy of the Transitional Government of Ethiopia, the Ministry of 
Health introduced an innovative programme called the Health Service Extension 
Programme which was initiated during the second Health Sector Development Plan, 
implemented from 2003-2005 (Habtamu 2007:7). The health service extension 
programme is a community-based strategy to deliver preventive and promotive services, 
such as water and food hygiene, housing, personal hygiene and environmental sanitation. 
It is designed to encourage community participation through the creation of awareness, 
behavioural change, and community organization and mobilization (MOH 2014b:14). 
 
Although the Health Policy of the Transitional Government of Ethiopia (1993:31) clearly 
stipulates the prevention of diseases related to affluence and ageing (chronic non-
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communicable diseases) as a major promotive and preventive health intervention, the 
integration of health promotion and preventive activities at the level of higher health 
facilities, such as hospitals and health centres, nevertheless remains unsatisfactory 
mainly due to the focus on curative approaches in these health facilities. The Ministry of 
Health’s Annual Performance Report (2010:77) provides no report on disease prevalence 
and trend analysis for chronic NCDs, thus omitting important information on the severity 
of the problem and the subsequent required interventions. 
 
Recognizing the public health importance of combating NCDs, the Ministry of Health 
recently introduced several activities in view of preventing and controlling the impact of 
these diseases. A draft Implementation Programme for the 5-year Strategic Framework 
for the Prevention and Control of major NCDs was prepared in 2014 (MOH 2014b:22). 
Targets and strategic initiatives for prevention of chronic NCDs were included in the 
Health Sector Development Plan (HSDP) IV and in the Ministry’s annual plan; NCD 
screening tools were integrated into the Urban Health Extension Family Folder (FF) and 
Health Card; and training  was provided to strengthen the national capacity on the 
prevention of NCDs (MOH 2011:39). An NCD unit has been established at the Federal 
Ministry of Health (FMOH), in collaboration with NGOs, such as Pathfinder International, 
resulting in the screening for cervical cancer in 25 hospitals in five regions, the national 
quantification document for chemotherapy drugs has been formulated, and the national 
comprehensive design for radiotherapy and nuclear medicine site expansion has been 
prepared (MOH 2013:40). In 2015, Ethiopia launched a new cancer control strategy that 
helps to reduce the number of people who develop cancer and die, by early detection and 
controlling risk factors, and ensuring a better quality of life, offering good care to those 
with the disease (WHO 2015a). The Ethiopian health sector transformation plan (MOH 
2015:36-37) emphasises the contribution of NCDs and their associated risk factors to the 
country’s disease burden. Priority attention is specifically given to cardiovascular 
diseases, diabetes mellitus, cancer, respiratory problems, injuries and mental health in 
the five-year transformation plan. 
 
2.5.3 Role of health centres and hospitals in IHS provision 
 
The Ethiopian government has made a significant contribution by increasing the number 
of available health centres from 668 in 2006 to 3,245 in 2012. The MOH’s 2012 annual 
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report indicated that a total of 175 primary hospitals were being constructed in an 
accelerated expansion programme. Similarly, tremendous efforts are being made in 
increasing the number of graduated health personnel, particularly medical doctors, 
nurses, midwives, and emergency surgeons, to improve the ratio of health professionals 
to number of the population (MOH 2013:66-68). 
 
Up to 2006, the three prominent medical schools in Ethiopia (Addis Ababa, Gondar and 
Jimma) established in 1964, 1978 and 1984, respectively, together graduated only 3,728 
medical doctors since their establishment (Berahn 2008:1). In 2013, the MOH (2013:70-
71) reported the implementation of a new and innovative modular curriculum designed to 
train medical doctors involving 10 new universities and 3 hospital medical colleges 
through the New Medical Education Initiative (NMEI) that would increase the medical  
graduates (including from the existing universities) within 6 years to  a total of 11,291. 
The report outlined similar expected achievement from new initiatives such as the 
Integrated Emergency Surgical and Obstetric (IESO) training, a three-year master’s 
programme for health officers (BSC graduates in health), to improve the provision of 
emergency obstetric care and surgical services at primary hospital level where a 
gynaecologist or surgeon was not available. 
 
Such an expansion in health facilities and human resources provides an opportunity for 
task shifting of chronic disease prevention and management to a lower level of 
professionals in the health care system. In their study Mamo et al (2007:231) found the 
community-based health care and education programme developed at Jimma University 
Hospital driven primarily by health officers or nurses was an effective and cost-efficient 
method of managing chronic diseases. In another study conducted at Jimma, patients 
attending chronic illness follow-up services at hospitals received a significantly higher 
proportion of the recommended screening processes compared to patients attending the 
health centres (Yibeltal et al 2011:128). Therefore, there is a need for standardised 
minimum resource and service packages to manage chronic diseases both at hospital 
and health centre level.  
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2.6 CONCLUSION 
 
Globally, preventable diseases like heart attacks, strokes, cancers, diabetes and chronic 
respiratory disease, contribute to the major share (63%) of death in the world (WHO 
2011a: 9). Low-resource countries are disproportionately affected by NCDs, and 80% of 
death occurs in low- and middle-income countries (WHO 2011a:9). As a result, these 
countries are affected by a “double burden” of disease implying they are affected by both 
infectious diseases such as malaria and TB as well as the emerging chronic NCDs 
(Bygbjerg 2012:1499). In Addis Ababa, Misganaw et al (2012:1) found that preventable 
diseases such as NCDs contribute significantly to the death rate (51%) and the Ethiopian 
Ministry of Health (2011:39) reported that the country is stricken by the double burden of 
disease.  
 
This chapter discussed the literature review undertaken for the study. The literature 
review covered the Ethiopian health policy and health structure for the provision of health 
promotion and disease prevention services in the sphere of chronic diseases, and the 
opportunities and challenges of providing an IHS to comprehensively address health 
promotion and disease prevention along with curative health services, with particular 
focus on non-communicable chronic diseases (NCDs). The need for an integrated health 
service was illustrated by means of the Integrated Health Service (IHS) framework. 
 
Chapter 3 describes the research design and methodology. 
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CHAPTER 3 
 
RESEARCH DESIGN AND METHODOLOGY 
 
 
3.1 INTRODUCTION 
 
This chapter covers the research design and methodology of the study, including the 
population, sampling and sample, data collection and analysis. 
 
3.2 OBJECTIVES OF THE STUDY 
 
The purpose of the study was to explore the level of integration of health promotion and 
disease prevention services with the curative care provided at hospitals and health 
centres in Addis Ababa; and to investigate the staffing, equipment and supplies readiness  
for the provision of these services, and develop a framework for enhancing the integration 
of health promotion, preventive and curative care within the context of Ethiopia. In order 
to achieve the purpose, the objectives of the study were to: 
 
 Explore the extent to which health promotion and disease prevention services are 
provided at public general hospitals and health centres. 
 Ascertain whether hospitals and health centres are adequately staffed with skilled 
health professionals to provide integrated promotive and preventive health care 
services to all patients seeking medical assistance.  
 Establish whether hospitals and health centres are adequately equipped with the 
essential equipment and supplies to provide comprehensive promotive and 
preventive health care services. 
 Propose a framework for enhancing the integration of health promotion, preventive 
and curative care within the context of Ethiopia. 
 
3.3 RESEARCH DESIGN 
 
A research design is “the overall plan for obtaining answers to questions being studied 
and for handling some of the difficulties encountered during the research process” (Polit 
 
 
 
54 
& Beck 2008:66). The researcher selected a quantitative, exploratory and descriptive 
design to explore and describe the current status of health service care, followed by the 
Delphi technique that helped to reach consensus on the proposed framework for 
enhancing the integration of health promotion and preventive and curative care.   
 
The study was conducted in two phases. Phase 1 examined the degree of promotive and 
preventive health care provision at the hospitals and health centres while investigating 
the staffing and equipment status of the facilities. Phase 2, using the Delphi consensus 
seeking process, focused on developing an integrated health service framework for the 
improvement of health promotion and disease prevention services at hospitals and health 
centres.  
 
3.3.1 Quantitative approach 
 
Quantitative studies assign numerical values to data collected to answer research 
questions and a literature review identifies theoretical frameworks (Polit & Beck 
(2008:66). The quantitative design is an inquiry approach useful for describing trends and 
explaining relationships among variables. To conduct this inquiry, the investigator 
specifies narrow questions, locates or develops instruments to gather data to answer the 
questions, and analyses numbers from the instruments, using statistics (Creswell 2012: 
626). Quantitative designs are specific, well structured, have been tested for their validity 
and reliability, and can be explicitly defined and recognized (Ranjit 2011:117).  
 
This design enabled the quantification of the extent of disease prevention and health 
promotion service provision at the selected hospitals and health centres as well as the 
measurement of their readiness in terms of staffing, equipment and supplies needed to 
provide health promotion and disease preventive services. 
 
3.3.2 Exploratory research 
 
Exploratory research is designed to “shed light on the various ways in which a 
phenomenon is manifested and on underlying process” (Polit & Beck 2008:20). 
Consequently, exploratory studies investigate the full nature of the phenomenon, the 
manner in which it is manifested, and the other factors to which it is related (Polit & Beck 
 
 
 
55 
2008:20). Exploratory research can be employed to help discover important but perhaps 
hidden patterns in data that may shed additional light on the problems researchers are 
interested in resolving (Bordens & Abbott 2011:391). The degree of integrated service 
provision was explored from the perspective of health service users, service providers 
and health facility managers to understand the current situation in the selected health 
services. Exploratory methods were also applied in reaching consensus about the 
development of the integrated health service framework. 
 
3.3.3 Descriptive research 
 
Descriptive research “has as its main objective the accurate portrayal of the 
characteristics of persons, situations, or groups, and/or the frequency with which certain 
phenomena occur” (Polit & Beck 2008:19). In descriptive studies, researchers use in-
depth methods to describe the dimensions, variations, and importance of phenomena 
hence they observe, count, delineate, and classify. Quantitative description focuses on 
the prevalence, incidence, size, and measurable attributes of phenomena (Polit & Beck 
2008:20). Descriptive analysis refers to statistically describing, aggregating, and 
presenting the constructs of interest or associations between these constructs 
(Bhattacherjee 2012:119). The findings and characteristics observed in this study were 
systematically categorized, aggregated, statistically analysed and presented to describe 
the status of health promotion, disease prevention and curative health care service 
integration. 
 
 
3.4 VALIDITY OF THE STUDY 
 
The quality of research is determined by its validity and reliability. Internal and external 
validity pertain to the research design of a study. The factors that affect these two 
important attributes of the research design need to be carefully considered in a study 
(Bordens & Abbott 2011:114). 
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3.4.1 Internal validity 
 
Internal validity, also called causality, examines whether the observed change in a 
dependent variable is, indeed, caused by a corresponding change in the hypothesized 
independent variable, and not by variables external to the research context 
(Bhattacherjee 2012:35). Internal validity seeks to demonstrate that the explanation of a 
particular event, issue or set of data which a study provides can actually be sustained by 
the data (Cohen, Manion & Morrison 2007:139). The ability of the research design to 
adequately test the researcher’s hypotheses is known as its internal validity (Bordens & 
Abbott 2011:114). In this study, the operationalised dependent variables, the level of 
health promotion, disease prevention and integrated health service provision at the 
selected health facilities were related to the independent variables collected from the 
patients. The researcher triangulated the data collected from the patients with the data 
from the health service managers working in the health facilities and later discussed the 
results with the experts, which increased the internal validity of the study. 
 
3.4.2 External validity 
 
External validity refers to the generalisability of the research findings to other settings or 
samples (Polit & Beck 2008:219). In this study, the health facilities and patients were 
randomly selected and the data was collected from both public hospitals and health 
centres to enable the findings to be generalized for both set-ups.  
 
3.5 RESEARCH METHODOLOGY 
 
Research methodology refers to the “steps, procedures and strategies taken to 
investigate the problem being studied and to analyse the collected data” (Polit & Beck 
2008:758). The research methodology includes the population, sample and sampling, the 
dependent and independent as well as the operational variables, data collection and data-
collection instruments, and data analysis, Table 3.1 provides a summary of the research 
methodology. 
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Table 3.1 Summary of research methodology  
 
Research 
process 
Compilation of evidence 
Phase 1 Phase 2 
Strata 1 Strata 2 
Approach Quantitative Quantitative Quantitative 
Design Quantitative, exploratory and 
descriptive 
 Quantitative, 
exploratory and 
descriptive 
Delphi Consensus 
seeking 
Population Patients who attended 
medical outpatient or inpatient 
departments of the 42 health 
facilities 
 Health service 
managers working in 
42 health facilities 
Public health experts 
working in Ethiopia  
Sample  836 patients attending 
medical outpatient or inpatient 
departments of 22 health 
facilities 
 All health service 
managers working in 
22 health facilities 
20 public health 
experts 
Sampling 
method 
-50% of total health facilities 
selected by SRS method. 
-Patients selected using 
systematic sampling method 
Purposive Purposive 
Data 
collection 
method 
 Patient exit interviews  Structured self-
administered 
questionnaire  
Series of structured 
self-administered 
questionnaires 
Assessment 
of data 
Measures to ensure validity 
and reliability 
Measures to ensure 
validity and reliability 
Consensus on finding 
and framework 
Data analysis Descriptive and inferential 
statistics 
 Descriptive  Descriptive 
 
 
3.5.1 Population  
 
A research population consists of all the subjects (human or otherwise) that are being 
studied (Bluman 2009:4). In this study, there were two populations, namely the site or 
hospital/health center population and the respondent population. 
 
3.5.2 Site sampling population 
 
A sample is a part of the population from which researchers actually collect information. 
Researchers use a sample to draw conclusions about the entire population (Moore, Notz 
& Fligner 2013:200). Under the site sampling, the site population, the target population, 
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site sampling frame, accessible sites, site sampling techniques and the site sample size 
are discussed. 
 
3.5.3 Site population 
 
The study was conducted in Addis Ababa, the capital of Ethiopia, inhabited by 2.9 million 
people (Ethiopia Central Statistics 2012:20). The study focused on public hospitals and 
health centres in Addis Ababa. The government health care facilities in Addis Ababa are 
classified as general hospitals, specialized referral hospitals, and health centres. During 
the study period, the Ethiopia Ministry of Health Policy and Planning Directorate (2011:54) 
reported that there were 47 public hospitals and health centres registered in Addis Ababa. 
These health facilities were categorised into five government general hospitals, five 
specialized referral hospitals and 37 government health centres. The majority (42) of 
government hospitals and health centres provide generalized health care services to the 
people of Addis Ababa.  
 
Five specialized referral hospitals that provide specialized services such as fistula care, 
dermatologic and ophthalmic services were excluded as the services were not relevant 
to the purpose of the study. The lower-level government facilities (health posts) were not 
considered for the study as the study focused on the health promotion and disease 
prevention service provision status in higher health care facilities. Thus, the site 
population consisted of 42 hospitals and health centres. The study was conducted at the 
medical departments (in contrast to surgical, paediatric or orthopaedic departments) of 
the selected hospitals and health centres considering these departments provide an 
integrated health promotion and disease prevention services to adult patients.  
 
3.5.4 Site target population 
 
A target population is the aggregate of cases with certain defining characteristics that the 
researcher can identify and about which the researcher would like to make 
generalizations (Polit & Beck 2008:290; Creswell 2012:142). In this study, the site target 
population encompassed the 42 government health care facilities which provide higher 
level generalized health services in Addis Ababa. Researchers obtain stratified samples 
by dividing the population into groups (called strata) according to characteristics that are 
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important to the study, then select a sample from each group (Bluman 2009:12). The site 
target population was stratified into five public general hospitals and 37 health centres. 
 
3.5.5 Site sample frame 
 
A sampling frame is the list or record of individuals in a population that a researcher can 
actually obtain (Creswell 2012:381). In this study, the sampling frame from which the 
sample was drawn was the 42 higher level public health facilities in Addis Ababa which 
provide generalized health care services. 
 
3.5.6 Accessible sites 
 
An accessible population is the aggregate of cases that conform to the designated criteria 
and are accessible as a pool of subjects for a study (Polit & Beck 2008:290). The 42 
health facilities (5 general hospitals and 37 health centres) were all accessible to the 
researcher. 
 
3.5.7 Site sampling technique 
 
Sampling is the process of selecting a few subjects (a sample) from a bigger group (the 
sampling population) to become the basis for estimating or predicting the prevalence of 
an unknown piece of information, situation or outcome regarding the bigger group. A 
sample is a subgroup of the population in which researchers are interested (Ranjit 
2011:119). Multistage sampling proceeds through a set of stages from larger to smaller 
units. The researcher selected the sites by means of stratified sampling and random 
sampling. Stratified sampling is used when the population contains two or more mutually 
exclusive categories (i.e., strata), such as hospitals and health centres. Often, the size of 
each stratum in the sample is made to correspond with the proportion of the stratum in 
the population (Salkind 2010:1297). In this study, there were two strata, namely hospitals 
and health centres.   
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3.5.8 Site sample size 
 
From the total site sample frame, 50% were taken proportionately as sample sites (3 
government hospitals, 19 government health centres) to participate in the study. The total 
site sample was 22 health facilities. A simple random sample (SRS) of size consists of 
individuals from the population chosen in such a way that every set of individuals has an 
equal chance to be included in the sample actually selected (Moore, Notz & Fligner 
2013:204). The actual health care facilities to be studied from the two strata (general 
hospitals and health centres) were randomly selected, using random number tables. In 
the 22 selected health services, the medical IPD and OPD sections were targeted for data 
collection. 
 
3.6 RESPONDENT POPULATION 
 
In the first phase of the study, the respondent population consisted of two strata, namely 
patients and health service managers. To be included in the study, the patients had to 
attend medical outpatient or inpatient departments of the 42 health facilities in the first 
stratum. The health service managers working in 42 health facilities formed the second 
stratum of the respondent population.   
 
In the second phase, experts who were working in Ethiopia and had a minimum work 
experience of 10 years in the field of health promotion and disease prevention composed 
the respondent population.  
 
3.6.1 Respondent target population 
 
In the first phase, all medical OPD and IPD patients in the 22 selected public health 
facilities (5 general hospitals and 19 health centres) who were in stable condition and 
between the ages  of 18   and 65 years  formed the first stratum of the respondent target 
population. The health service managers, or their officially delegated representatives, 
who were in charge of the 22 public health sectors belonged to the second stratum of the 
target population eligible to participate in the first phase of the study.  
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In the second phase, the target population consisted of public health experts, medical 
doctors and nurses living and working in Addis Ababa, out of which 20 respondents were 
selected. To diversify the expert representation and obtain different perspectives on the 
recommendations to be made, the composition included public health specialists working 
in health promotion and disease prevention areas; medical doctors working in hospitals 
and health centres; experienced nurses working in hospitals and health centres, and 
MOH officials working in health promotion and disease prevention departments. 
 
3.6.2 Respondent sample frame 
 
A sampling frame is a list of all the people or objects in a particular population 
(Bezuidenhout, Davis & Du Plooy-Cilliers 2014:135). The respondent sample frame for 
the study were patients who attended the medical in- and out-patient departments of  the 
22 selected  hospitals and health centres as well as health service managers who worked 
in those facilities. All health service managers or their official designated representatives 
working at the selected 22 health facilities were the respondent sample frame for the 
second stratum of the first phase. 
 
3.6.3 Respondent accessible population 
 
Polit and Beck (2008:290) refer to the accessible population as the aggregate of cases 
that fulfil the designated criteria of the population and who are accessible for a study. All 
patients registered to receive medical care at the medical outpatient and inpatient 
departments of the 22 health facilities during the data-collection period comprised the 
accessible population. Likewise, health service managers heading the 22 health facilities 
were the second accessible strata of respondents to participate in the study. However, 
any hospital or health centre managers who were difficult to access or not available during 
the data-collection period were represented by their official delegates, who then 
completed the questionnaire.  
 
3.6.4 Respondent sampling technique 
 
Patients from the OPD and IPD medical departments of the hospitals and health centres 
were selected by means of systematic sampling. Every kth person leaving the hospital or 
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clinic OPD or IPD was selected. The first element should be selected randomly, using a 
table of random numbers (Polit & Beck 2008:299). In this study, from the available patient 
records, the first patient card was randomly selected, using a random table number. Every 
third patient was then systematically sampled. As the patients exited from the medical 
OPD or IPD, they were approached to participate in the study.  
 
The health service managers of the 22 selected health facilities were purposively selected 
to participate in the study. In purposive sampling, the researcher starts with a group of 
potential participants to be included in a sample based on certain criteria established by 
the researcher (Schuyler 2012:100). In the second phase of the study, 20 respondents 
were purposively selected based on three criteria: at least ten years’ working experience 
and with an educational background in health promotion and disease prevention; must 
be working in Addis Ababa, and be willing to participate and complete the Delphi rounds. 
 
3.6.5 Respondent sample size 
 
For the first phase of the study, a total of 848 patients were proportionately selected from 
the 22 selected facilities based on the average daily patient numbers of the facilities in 
the specific stratum. The average of one month medical OPD and IPD load for each 
facility prior to the commencement of data collection was used to proportionately select 
the 848 patients from each hospital and health centre. Weighting would have been 
considered if any stratum was found to be under-represented in view of patient numbers 
due to a low patient load. This would allow over-sampling from the stratum not adequately 
represented. Weighting in stratified sampling is the assigning of different weights to cases 
selected in a sample with different probabilities of selection (Babbie 2011:239). However, 
no health facility was found under-represented and no weighting was applied.  
 
The total sample size for the first phase was determined using the single proportion 
formula below (Kothari 2004:179). 
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For the first phase, since the proportion of patients who received optimal health 
promotion or disease prevention service was not known, 50% proportion was taken to 
determine the maximum sample size. Considering the 95% confidence interval, with the 
standard error of 5%, z value at 95% confidence interval of 1.96, the sample size was 
calculated to be: n= (1.96)2x50x(100-50%)/25=385. Allowance needs to be made for non-
responses so that the additional number can be added on to the required sample size 
(Fox, Hunn, & Mathers 2007:18). Considering 10% non-response rate, the sample size 
for patient interview was made 424. Since multistage sampling technique was used, the 
design effect (deff) should be applied. Design effect is not known before a survey is 
undertaken and can only be estimated afterwards. A default value of 1.5 to 2.0 for deff is 
typically used by researchers in the formula for calculating the sample size (Turner 
2003:12). In order to obtain the maximum sample size in this study, a design effect of 2 
was applied. Multiplying the calculated sample size by 2 gave the total sample size for 
patient exit interviews of 848. In addition, 22 health service managers working at the 
selected hospitals and health centres were to participate in the first phase of the study. A 
total of 20 experts in health promotion and disease prevention area participated in the 
second phase of the study.  
 
3.7 DATA COLLECTION 
 
Data collection in quantitative research involves studying a large number of individuals, 
gathering numeric data, and using instruments identified prior to the study (Creswell 
2012:14). This section discusses the data-collection approach, instruments and process.  
n= z2 p q 
       e2 
 
Where, 
n=Sample size, p= Sample proportion, q=1-p 
z=Standard variation at given confidence interval, 
e=Acceptable error 
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3.7.1 Data collection approach  
 
For the first phase, a structured exit interview questionnaire was used for patients leaving 
hospitals and health centres.  Some of the questions in the patient exit interview schedule 
in the form of a questionnaire were partly derived and modified from the Behavioural Risk 
Factor Surveillance System Questionnaire (BRFSS) prepared on health promotion and 
disease prevention developed by the Centres of Disease Control and Prevention. The 
BRFSS is a system of health-related telephone surveys that is used annually to collect 
state data about US residents regarding their health-related risk behaviours, chronic 
health conditions and use of preventive services (CDC 2011:7). Only questions from the 
BRFSS that could be applied to the local context and could be modified for the purposes 
of an exit interview were customized and used.  A self-administered questionnaire was 
used for the health facility management respondents.  
 
During the second phase, two rounds of consensus seeking questionnaires to refine the 
recommendations on the framework to be developed were distributed to experts by 
means of the Delphi technique. 
 
3.7.1.1 Delphi technique 
 
The Delphi technique is a widely used and accepted method for gathering data from 
respondents within their domain of expertise. The Delphi technique is well suited as a 
method for consensus-building by using a series of questionnaires and multiple iterations 
to collect data from a panel of selected subjects (Chia-Chien & Brain 2007:1). The Delphi 
technique is a method used to obtain the most reliable consensus of opinion of a group 
of experts by a series of intensive questionnaires interspersed with controlled feedback. 
The purpose of the technique is to achieve consensus among a group of experts on a 
certain issue where no agreement previously existed (Keeney, Hasson & McKenna 
2011:4). The findings from phase 1 were presented to the experts as a background and 
their consensus was sought on integrated health promotion, disease prevention and 
curative health care framework that is feasible to Ethiopia health care system with two 
rounds of comments and feedback. 
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3.7.2 Data-collection instruments 
 
An instrument is a tool for measuring, observing, or documenting quantitative data. In 
quantitative data collection, instruments are used to measure the variables in the study. 
(Creswell 2012:14). Three data-collection instruments were developed:  
 
 exit interview schedule for the patients  
 self-administered questionnaire for the health service managers 
 consensus seeking questionnaires for the Delphi technique 
 
All the data-collection instruments (both for patients and managers) commenced with 
biographical information (contained in section A) and the variables contained in the 
operational definitions were considered in the body of the questions to collect relevant 
information on these variables. 
 
3.7.3 Variables derived from the operational definitions 
 
The dependent variables of the study included health promotion services, disease 
prevention services and integrated service provision. The dependent variables were 
operationalised based on the list of health services expected to be provided under each 
variable. The independent variables included reason for health facility visit, service 
provision and awareness of different chronic diseases. These aspects were covered in 
sections B to O of the patient interview schedule. Patient service charge, presence of 
skilled/trained staff and availability of drugs and equipment were captured in sections B 
to C of the health facility managers’ questionnaire. 
 
3.7.3.1 Health promotion service provision 
 
In the interview schedule, five questions (H01, I01, N03, O01 & O04) were developed  
(based on the operational definition to show the provision of promotional health services) 
to cover selected health promotion activities to assess whether the activities were 
provided by health service providers working in hospitals and health centres or not. The 
selected health promotion areas were counselling on nutrition, patient physical exercise 
routine, and advice about exercise use, examining and counselling patients on how to 
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prevent STIs, checking patient’s housing and/or environmental conditions and assessing 
if provider offered written health promotion materials to patients.  
 
3.7.3.2 Disease prevention service provision 
 
 In the interview schedule,  seven questions (C01, D01, E05, E15, F01, G01 and N01) 
about risk factors  common to chronic diseases (as per operational definition for the 
provision of preventive health care services) were selected to  ascertain whether the 
disease prevention service by the hospital or health centre was conducted or not. The 
risk factors selected for screening purposes, expected to be performed by health service 
providers, included monitoring of blood pressure, screening for cancer risks, and 
screening for diabetes risks, checking on cigarette smoking and counselling, assessment 
for alcohol use/abuse, checking the risk for increased cholesterol and for HIV.  
 
3.7.3.3 Integrated service provision 
 
Integrated service provision by a health service facility was considered provided to a 
patient when at least the minimum recommended list of both health promotion and 
disease prevention services were provided to patients who came to the health facilities 
seeking curative or other health services. 
 
3.7.4 Development of the data-collection instruments 
 
The type of questions developed for the patient exit interview schedule in the form of a 
questionnaire were primarily designed to capture the level of service provided to patients 
on health promotion and disease prevention areas, whereas the questions posed to the 
managers were aimed at the health facilities’ readiness in terms of availability of adequate 
equipment, skilled service providers and drugs to provide health promotion and disease 
prevention services. The questions for the consensus seeking process through the Delphi 
technique were developed after the phase 1 results were analysed, and the international 
and the national context was reviewed. The questions were presented to a panel of 
experts on two occasions to allow them to reach consensus on the framework being 
developed.  
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3.7.5 Characteristics of the data-collection instruments 
 
The data-collection instruments used for the patients and managers as well as for the two 
phases of the study varied. 
 
3.7.5.1 Phase 1 
 
The collection of quantitative information involves highly structured methods in which 
exactly the same information is collected from study participants in a comparable and pre-
specified way (Encyclopaedia of Nursing Research 2006:125). Two data-collection 
instruments were used in phase 1. A structured questionnaire was used for exit interviews 
for patients leaving medical OPDs and for patients being discharged from medical IPDs 
of the selected hospitals and health centres. A structured self-administered questionnaire 
was used for health service managers in the selected hospitals and health centres. The 
strength of structured questionnaires is the ability to collect unambiguous and easy to 
count answers, leading to quantitative data for analysis. Since the method leads to greater 
ease of data collection and analysis, it is relatively economical and large samples of 
people can be included. The weakness, however, is that the pre-coded response choices 
may not be sufficiently comprehensive, similarly understood by all respondents and not 
all answers may be easily accommodated (Beatty 2009:283). 
 
One-on-one interviews are useful for asking sensitive questions and enabling 
interviewees to ask questions or provide comments and lead to a high response rate. 
However, one-on-one interviews do not protect the participants’ anonymity and 
researchers may also prejudice participant answers, knowingly or unknowingly, through 
either comments or body language (Creswell 2012:384).  
 
3.7.5.2 Phase 2 
 
Using the Delphi technique, a series of questionnaires was administered to a panel of 20 
experts selected from different levels of health service providing facilities and the Ministry 
of Health (MOH) offices. The self-administered questionnaire was presented via e-mail 
or a hard copy based on the individual experts’ preference. The primary purpose was to 
reach consensus on the content and scope of the proposed framework aimed at the 
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integration of health promotion, disease prevention and curative health care services at 
hospitals and health centres. The first questionnaire requested experts’ views on the 
feasibility and acceptability of the framework developed from the study findings. The 
experts’ responses were summarized and used to create a second questionnaire, giving 
the participants a chance to re-evaluate their responses in the light of the responses from 
the other panel members, then to rank the items in order of priority (Wathen, MacGregor, 
Hammerton, Coben, Herrman, and Stewart & MacMillan 2012:4). The Delphi 
questionnaires used a Likert scale (with 5 response alternatives) in order to determine 
the experts’ measure of agreement with the stated items in the framework, thus working 
towards reaching consensus (Keeney, Hasson & McKenna 2011:77). Two Delphi rounds 
with a 75% cut-off point for reaching consensus were applied.  
 
3.7.6 Validity and reliability of data-collection instruments 
 
The validity of an instrument is the extent to which it measures what it is intended to 
measure while the reliability of a measure concerns its ability to produce similar results 
when repeated measurements are made under identical conditions (Bordens & Abbott 
2011:130-133).  
 
3.7.6.1 Validity 
 
Validity is the development of sound evidence to demonstrate that the interpretation of 
scores about the concept or construct that the test is assumed to measure matches its 
proposed use (Creswell 2012:159). In this study, content and face validity were 
appropriate. Content validity assesses how well a set of scale items matches with the 
relevant content domain of the construct that it is trying to measure while face validity 
seeks to establish whether an instrument appears to be a reasonable measure of its 
underlying construct “on its face” (Bhattacherjee 2012:59-60). To improve the content 
validity of the questionnaire for the patient exit interview schedule (see Annexure A), it 
was translated into Amharic, the official language of Ethiopia; a literature review was done 
and the content of some of the questions was referenced against the BRFSS. This 
standardized questionnaire is prepared for studies on health promotion and disease 
prevention by the CDC, and is applied yearly to monitor risk factors for chronic diseases 
and for the use of preventive health care services (CDC 2011:7). The instruments 
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prepared for the patient exit interview schedule in the form of a questionnaire and the 
health service manager groups were further reviewed for content and face validity by 
public health specialists. Based on the specialists’ feedback, some questions were 
revised, rephrased, appropriately sequenced, and aspects omitted before data collection. 
 
3.7.6.2 Reliability 
 
Reliability refers to whether a particular technique, applied repeatedly to the same object, 
yields the same result each time (Babbie 2008:157). In this study, the reliability of the 
data-collection instruments (see Annexures F and H) was safeguarded by providing a 
two-day training session for the data collectors prior to data collection so that they 
correctly understood each question and could collect the information accurately and in a 
uniform manner. Moreover, the questionnaires (for patients and health service managers) 
were pre-tested at four health facilities not involved in the study. The Cronbach alpha 
coefficient was used to test the questionnaires’ reliability on the data collected from the 
pre-test. A new questionnaire needs to be checked for internal reliability using a common 
test such as the Cronbach’s alpha coefficient, in this test a value close to zero indicates 
the questions are not addressing the same item, resulting in a low reliability score, 
whereas a value near 1 means that they are addressing the same item and therefore 
would be considered reliable (Anthony 2011:179). Cronbach alpha values at or above 0.7 
are desirable for new instruments (Ajai & Sanjaya 2009:134).The Cronbach’s alpha 
coefficient for the instrument applied to indicate the provision of promotive, preventive 
and integrated health care service was calculated to be 0.776. 
 
3.7.7 Pre-testing the data-collection instruments of phase 1 
 
Researchers who develop a new instrument almost always subject it to rigorous pre-
testing so that it can be evaluated and refined (Polit & Beck 2008:328).  A pre-test for the 
exit interview schedule was conducted with 20 patients (10 from a general hospital and 
10 from a health centre) from health facilities not included in the study. The health service 
managers’ questionnaire was pre-tested with four health service managers working in 
three health centres and a hospital, who were not involved in the major study.  
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During the pre-test of the patient interview schedule, questions 48, 58, and 59 had to be 
rephrased for clarity and the sequence of questions 13, 14, 24 and 25 had to be changed 
to ensure coherence in the questions posed. In the self-administered questionnaire for 
managers, questions 10, 78, and 79 had to be rephrased while the sequence of questions 
31, 32 and 33 was changed to place questions in the appropriate section and coherent 
sequence. 
 
3.7.8 Data-collection process 
 
Five data collectors were trained for two days on the content and application of the 
interview schedule by involving them in patient interviews. The data collectors were 
registered nurses. Two data collection supervisors, one with a Master’s degree in Public 
Health and the other with a Master’s degree in Statistics, along with the principal 
investigator provided the training. Supervisors closely oversaw the data-collection 
process and ensured the quality of data being collected by reviewing the daily collected 
data and providing timely feedback to the fieldworkers. The patient exit interviews were 
conducted by reading each question to the respondent, and then transcribing responses 
on the interview schedule.  
 
The data collectors recorded the data collector and the questionnaire code, provided by 
the principal investigator that helped to distinguish between the data collectors and the 
questionnaires provided to each data collector. The data collectors also classified each 
interview as “outpatient” and “inpatient”. Once the interviews were completed the data 
collectors daily delivered the collected data to their respective supervisors. Selected 
patients’ medical records were ticked by a marker after each interview to avoid repeating 
the interview for patients encountered more than once.  
 
The data collectors provided the self-administered questionnaire to the health service 
managers for their individual completion. The health service managers completed the 
questionnaires at the time they were distributed or within 1-2 days and returned their 
completed questionnaires to the data collectors. The data collectors recorded the data 
collector number and facility code and submitted it to their respective supervisors. The 
total phase 1 data-collection process was conducted over a three-week period from 16 
June to 11 July 2014.  
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3.8 DATA ANALYSIS 
 
Quantitative analysis is the numerical representation and manipulation of observations 
for the purpose of describing and explaining the phenomena that those observations 
reflect (Babbie 2008:443). The data collected from the management group and patients 
during phase 1, was analysed with the assistance of a statistician using the SPSS version 
21.0 program. Descriptive and inferential statistical techniques were used to analyse the 
collected data. Frequency tables, cross- tabulation and the Spearman’s rho technique to 
compute the correlation was applied for comparison and association of results among 
dependent and independent variables. The data derived from the Likert-scale questions 
during phase 2 was summated to determine each item’s score. Summating item scores 
makes it possible to detect fine discriminations among people with different views (Polit 
& Beck 2006:297).  The methods and tests used during the data analysis processes are 
discussed in chapter 4. 
 
3.9 ETHICAL CONSIDERATIONS 
 
An Institutional Review Board (IRB) or a panel of faculty (and possibly others) is expected 
to review all research proposals involving human subjects and guarantee that the 
subjects’ rights and interests will be protected (Babbie 2008:74). An ethical clearance 
certificate was obtained from the Higher Degrees Committee in the Department of Health 
Studies at the University of South Africa (UNISA) (see Annexure A). Ethical clearance 
and official permission to conduct the study at selected health facilities was acquired from 
the Addis Ababa Regional Health Bureau (see Annexure B and Annexure C) and the 
respective health facilities (see Annexure D). 
 
Participants from the age of 18 to 65 were asked to participate in the study. Obtaining 
informed consent is the process of providing information to potential research participants 
to enable them to understand the nature of a research project and thus allow them to 
decide whether or not to participate in the study (Beins & McCarthy 2012:32). An informed 
consent form (see Annexure E, G) was attached to each interview schedule and 
questionnaire (see Annexure F and H) respectively to ensure that every respondent was 
properly consulted and informed to enable informed consent. The signed consent form 
was detached from the interview schedule or questionnaire before submission. For the 
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Delphi consensus seeking process, informed consent was included in all rounds of the 
online questionnaire and completing and returning the questionnaires was considered 
consent (see Annexures I and K).  
 
For patients’ exit interviews, data collectors read the informed consent form attached to 
the questionnaire to the patients before the interview and asked the patients to sign if 
they agreed to participate. Research participants are required to enter into participation 
voluntarily and be fully informed (Babbie 2008:69). Ethical research practice not only 
requires respect for persons but also includes a requirement to do no harm (non-
maleficence) to participants and to maximize beneficence while minimising harm 
(Bordens & Abbott 2011:203). The informed consent form explained the right to self-
determination, fair treatment, protection from discomfort and the assurance that 
anonymity and confidentiality would be ensured.  
 
Anonymity is guaranteed in a research project when neither the researchers nor the 
readers of the findings can associate a response with a given respondent. Confidentiality 
of research information is assured when the researcher can identify a given person’s 
responses but essentially promises not to do so publicly (Babbie 2008:69). Before the 
interview, patients were informed that the information provided would be treated as 
confidential, their anonymity would be assured as their names would not be required on 
the questionnaire, and they had the right not to participate in the study or not to answer 
any questions they with which they did not feel comfortable. The informed consent form 
attached to the questionnaire also applied to the health service managers. The health 
service managers were asked to complete the questionnaire after they had read and 
signed the informed consent form and confirmed their participation in the study. In all 
cases, the signed consent forms were detached from the questionnaires and kept with 
the principal investigator in a separate file to ensure anonymity and confidentiality. Justice 
is participants’ right to fair treatment and their right to privacy (Polit & Beck 2008:149). In 
this study, the sampling of participants was critically conducted to ensure complete 
randomness not to impose any unfair age, sexual or other socio-economic background 
related injustice to the study. 
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3.10 CONCLUSION 
 
This chapter discussed the research design and methodology followed to explore the 
integration of health promotion, disease prevention and curative health care services in 
the 22 selected public general hospitals and health centres located in Addis Ababa. The 
study applied a quantitative research paradigm in which both an exploratory and 
descriptive research design were utilized. A multi-stage sampling technique was applied 
as clustering the government health facilities into government general hospitals and 
health centres was conducted with further selection using the simple random sampling 
technique. Operational definitions were used in the construction of the data collection 
instruments to assess the level of health promotion, disease prevention and curative 
service integration at the selected health facility levels. Two data-collection instruments 
were pre-tested after which data was collected from 848 patients leaving outpatient and 
inpatient medical departments by means of a structured interview schedule and from 22 
health service managers working at the health facilities who completed a self-
administered questionnaire during phase 1.  
 
During phase 2 the Delphi technique was applied using questionnaires distributed to 20 
experts recruited from different health disciplines to reach consensus in view of the 
developed framework. 
 
Chapter 4 discusses the data analysis and interpretation and the results.   
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CHAPTER 4 
 
DATA ANALYSIS, INTERPRETATION AND FINDINGS  
 
 
4.1 INTRODUCTION 
 
This chapter presents the data analysis and interpretation, and results. The purpose of 
the study was to explore the level of integration of health promotion and disease 
prevention services with the curative care provided at hospitals and health centres in 
Addis Ababa; investigating the staffing, equipment and supply readiness for  providing  
these services, and develop a framework for enhancing the integration of health 
promotion, preventive and curative care within the context of Ethiopia. 
 
In order to achieve the purpose, the objectives of the study were to: 
 
 Explore the extent to which health promotion and disease prevention services are 
provided at public general hospitals and health centres. 
 Ascertain whether hospitals and health centres are adequately staffed with skilled 
health professionals to provide integrated promotive and preventive health care 
services to all patients seeking medical assistance.  
 Establish whether hospitals and health centres are adequately equipped with the 
essential equipment and supplies to provide comprehensive promotive and 
preventive health care services. 
 Propose a framework for enhancing the integration of health promotion, and 
preventive and curative care within the context of Ethiopia. 
 
4.2 RESPONSE RATE 
 
The proportion of the original sample who actually provide usable data is called the 
response rate and should be reported in all surveys (Moor, McCabe & Criage 2009:198). 
Out of a total of 870 respondents, data was collected from 858 respondents giving an 
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overall response rate of 98.6%. Table 4.1 shows the response rate for the two groups of 
respondents. 
 
Table 4.1 Response rate for the total population of patients and health facility 
managers (n=870) 
 
Questionnaire 
Number of 
questionnaires 
administered 
Number of 
questionnaires 
collected 
n % n % 
Patient interview 848 97.5 836 98.6 
Health facility managers 22 2.5 22 100.0 
Total 870 100 858 98.6 
 
The high response rate of 98.6% for patients and 100.0% for health facility managers’ 
interviews could be ascribed to the diligence of the researcher, the supervisors and the 
data collectors’ work in encouraging patients to participate in the study and facility 
managers to complete the questionnaires.  
 
4.3 DATA MANAGEMENT AND ANALYSIS 
 
Research data management is the planning, organisation and preservation of the 
evidence that underpins all research conclusions. Good data management ensures data 
is safely stored, findable and can be used to reproduce findings (Imperial College London 
2016:1). Data analysis refers to breaking down the data into parts to answer the research 
questions. Statistical procedures, such as comparing groups or relating scores of 
individuals, provide information to answer the research questions or hypotheses. The 
results are then interpreted in light of the initial predictions or prior studies (Creswell 
2012:15). 
 
4.3.1 Data management 
 
A code book, using an SPSS program was created, with numerical values for the data 
definitions and abbreviations for the variables used in the study questionnaires. Separate 
code books were created for the exit interview schedule and health facility manager 
questionnaire, respectively. The researcher also kept a file containing copies of the two 
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questionnaires and the consent forms. While receiving the daily collected data, the 
completed questionnaires were checked for data completeness, unanswered or 
inaccurately answered questions. The following procedures were followed in the data 
management process. 
 
4.3.1.1 Data coding 
 
A specific three-digit number label was given to the data collected from each respondent 
representing the order and the facility from where the data were collected. This helped to 
keep track of the number of respondents from whom data was collected each day.  Codes 
were used for the health facilities and data collectors to easily trace the questionnaires 
and to provide feedback on a daily basis. 
 
4.3.1.2 Data entry 
 
The data from each respondent was directly entered from the questionnaires into the 
appropriate SPSS data file prepared for the two data-collection methods applied in the 
first phase of the study. A backup file was retained throughout for the SPSS data file. 
Numerical values were applied in the SPSS file to represent each respondent’s answer 
to the items in the questionnaire.   
 
4.3.1.3 Data cleaning 
 
Detecting and resolving errors in coding and transmitting the data to the computer is 
referred to as data cleaning (Singleton, Jr & Straits 2010:502). Once the data was 
captured in the SPSS data file, the researcher cleaned the most obvious errors which 
occurred during the data collection, coding and input phases. The cleaning process 
included looking into and correcting the missing values, range checks and checking for 
inconsistency. The apparent errors that required returning to the data source were 
checked against the original data sheet and corrected (Beatty 2009:373). 
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4.3.1.4 Missing data 
 
When questionnaires or personality inventories are administered to large groups of 
individuals, certain people may purposefully or inadvertently fail to answer one or more 
questions. Consequently, either a hypothetical score must be inserted for each piece of 
missing data, or the individuals who supplied only partial data must be expunged from 
the sample (Schuyler 2012:497). The missing data in the study was found to be at the 
item level and was considered small. All the variables in the data set were assessed for 
the extent and pattern of missing data and the missing data was excluded before 
analysing the variables.  
 
4.3.2 Data analysis 
 
Quantitative analysis is the numerical representation and manipulation of observations 
for the purpose of describing and explaining the phenomena that those observations 
reflect (Babbie 2008:443). In quantitative data analysis, the data is broken down into parts 
to answer the research questions. Statistical procedures such as comparing groups or 
relating scores for individuals provide information to answer the research questions or 
hypotheses. The results are then interpreted in light of the initial predictions or prior 
studies. The interpretation explains why the results turned out the way they did, and how 
the results either support or refute the expected predictions in the study (Creswell 
2012:15). 
 
4.3.2.1 Statistical analysis program 
 
A statistician assisted in analysing the data collected from the management group and 
patients during phase 1, using the SPSS version 21.0 program. SPSS is a powerful and 
user-friendly program for statistical analysis (Ajai & Sanjaya 2009:15). Descriptive and 
inferential statistical techniques were used, and the results presented in frequency tables, 
cross-tabulation and the Spearman’s rho technique to compute the correlation for 
comparison and association of results among dependent and independent variables. The 
data derived from the Likert scale questions in phase 2 were summated to determine 
each item’s score. Summating item scores makes it possible to detect fine discriminations 
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among people with different views (Polit & Beck 2008:297). This assisted the refinement 
of the proposed framework.  
 
In determining the likelihood of results occurring by chance, the p-value is used to 
determine the probability that the difference in results observed could have occurred by 
chance alone. The two most frequently used significance levels (p-values) are 0.01 or 1% 
and 0.05 or 5%.  “If the p-value is 0.05, the researcher accepts that the risk that out of a 
100 samples drawn from a population, a true null hypothesis will be rejected five times. If 
the p-value is 0.01, the risk of rejecting the null hypothesis is one in 100 samples” (Botma, 
Greeff, Mulaudzi & Wright 2010:168).  A study result whose p-value is less than 5% 
(p<0.05) is considered sufficiently unlikely to have occurred by chance to justify the 
designation “statistically significant” (Botma et al 2010:168). The p-value of less than or 
equal to 0.05 at 95% level was considered statistically significant for the tests done in this 
study. 
 
4.3.2.2 Testing for normal distribution 
 
The researcher and the statistician assessed for normal distribution of data, using the 
SPSS program in order to determine suitable statistical tests for analysis. The data was 
tested for normal distribution, using the Kolmogorov-Smirnov test. These tests revealed 
that all the data had p-values less than 0.05, which means that the data was not normally 
distributed therefore non-parametric statistical tests were used (Schuyler 2012:227). 
 
4.3.2.3 Descriptive statistics 
 
Descriptive statistics are used in organising and summarising the data at hand to make 
them more intelligible (Singleton, Jr & Straits 2010:509). In this study the results were 
summarised and presented in tables, pie charts and bar charts, using frequencies and 
percentages. All percentages were rounded to one decimal point and expressed as such 
in the text and in the graphical presentations. 
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4.3.2.4 Inferential statistics 
 
Inferential statistics enable researchers to draw conclusions, inferences, or 
generalisations from a sample to a population of participants. Researchers assess 
whether the mean differences of groups (their means) or the relationship among variables 
is much greater or less than what was expected for the total population (Creswell 
2012:621). In this study, inferential statistics could be used to determine and assess the 
relationship between variables because the study had a representative sample. Since the 
data was not normally distributed, a non-parametric test was used for nominal and ordinal 
data. The non-parametric test used was Spearman's rho rank order correlation 
coefficient, which was used to measure the magnitude and the direction of a relationship 
between two variables measured on nominal or ordinal scales (Polit & Beck 2008:508). 
Correlation coefficients can range from value -1.0 (perfect negative correlation) to +1.0 
(perfect positive correlation) (Polit & Beck 2008:417).  
 
4.4 RESEARCH RESULTS 
 
Three data-collection instruments were developed:  
 
 exit interview schedule for the patients  
 self-administered questionnaire for the health service managers 
 consensus seeking questionnaires for the Delphi technique 
 
The questionnaires for the patients and managers commenced with biographical 
information (contained in section A) and the variables contained in the operational 
definitions were considered in the body of the questions to collect relevant information on 
these variables. Both questionnaires were structured.  
 
First, the results from the patient exit interviews will be presented. This section  captures 
the socio-demographic characteristics of the respondents; the level of their  exposure  to 
common modifiable risk factors (such as smoking and alcohol) for chronic diseases, the 
level of their exposure to intermediate risk factors (such as hypertension and obesity) for 
chronic diseases, and their  exposure to common chronic diseases like heart diseases 
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and diabetes, and health professionals’ input in preventing the common modifiable risk 
factors,intermediate risk factors and common chronic diseases.  
 
Next, the result from the health facility managers’ questionnaire,  which was designed to 
capture the health facility’s readiness for providing services to prevent and treat the 
immediate and intermediate risk factors for chronic diseases and the health facility’s 
readiness to provide services to patients who developed the common chronic diseases 
is presented. Lastly, the result section presents the health facilities’ level of health 
promotion, disease prevention, and curative and integrative service provision as 
measured using the operational definition scale applied in the study. 
 
4.4.1 Patients’ exit interview responses 
 
4.4.1.1 Biographical data 
 
The patients’ biographical data included their gender, age, marital and educational status, 
and religion. 
 
4.4.1.1.1 Gender 
 
Of the respondents, 61.1% (n=511) were female and 38.9% (n=325) were male (see 
Figure 4.1). This indicates a larger female than male disease morbidity and a higher 
turnout of females in using the relatively cheaper public health facilities.  
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Figure 4.1   Respondents’ gender (n=836) 
 
4.4.1.1.2 Age 
 
Of the respondents, 50.6% (n=423) were 26-45 years old; 24.9% (n=208) were 18-25 
years old, and 24.5% (n=205) were above 46 years old (see Table 4.2). This 
representation made it possible to investigate the findings of the study in the middle aged 
group as well as in the younger and older populations as these groups were adequately 
represented in the study. Age is an important factor in determining chronic disease 
patterns with the number of disability adjusted life year (DALY) caused by chronic disease 
being greatest in adults aged 30–59 years, and the rates increasing with age (WHO 
2005:40). DALY is the difference between actual age at death and the life expectancy, 
and is adopted by the World Bank to estimate the loss of healthy life using international 
mortality data. The DALY estimation uses information from morbidity surveys or expert 
opinion to calculate the death and disability losses of healthy life that are combined to 
give the number of years of healthy life lost due to death or disability (Beatty 2009:94). 
 
  
n=325; 
38.9%n=511;61.1%
Male Female
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Table 4.2 Respondents’ age (n=836) 
 
Age category n % 
18-25 years 208 24.9 
26-35 years 277 33.1 
36-45 years 146 17.5 
46-55 years 61 7.3 
56-65 years 86 10.3 
>66 years 55 6.6 
Don't know 3 0.3 
Total 836 100.0 
 
4.4.1.1.3 Marital status 
 
Of the respondents, 50.8% (n=424) were married; 35.5% (n=297) were single; 5% (n=42) 
were divorced; 5% (n=42) were widowed, and 3.7% (n=31) were separated (see Table 
4.3). The participation of patients from all ranges of marital status could provide an 
opportunity to establish whether the provision of promotive, preventive and curative 
health care is linked with the respondents’ marital status.  
 
Table 4.3 Respondents’ marital status (n=836) 
 
Marital status n % 
Single 297 35.5 
Married 424 50.8 
Separated 31 3.7 
Divorced 42 5.0 
Widowed 42 5.0 
Total 836 100.0 
 
4.4.1.1.4 Educational status 
 
Of the respondents, 56.6% (n=473) had not completed Grade 12; 27.3% (n=228) were 
Grade 12 high school graduates or had acquired a higher qualification, while 16.1% 
(n=135) had never attended school (see Table 4.4). This is consistent with the Ethiopia 
demographic and health survey report that indicated 32.6% of adult population had never 
attended school (Ethiopia CSA 2012:39). Limited literacy is associated with higher 
probability of hospitalisation, higher prevalence and severity of some chronic diseases, 
poorer global measures of health, and lower utilisation of screening and preventive 
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services. Low or inadequate literacy (compared to adequate literacy) is strongly 
associated with poorer knowledge or comprehension of health care services and health 
outcomes (Berkman, Sheridan, Donahue, Halpern, Viera, Crotty, Holland, Brasure, Lohr, 
Harden, Tant, Wallace & Viswanathan 2011:8). 
 
Table 4.4 Respondents’ educational status (n=836) 
 
Educational status n % 
Never attended school 135 16.1 
Grades 1 through 6 174 20.8 
Grades 7 through 8 (secondary school) 130 15.6 
Grades 9 through 11 169 20.2 
Grade 12 (high school graduate) 77 9.2 
Certificate (1 year college) 25 3.0 
Diploma (2 year college) 75 9.0 
Degree (4 year college) 47 5.6 
>4 year college 4 0.5 
Total 836 100.0 
 
4.4.1.1.5 Religion 
 
Of the respondents, 72.1% (n=603) were Orthodox Christians; 14.6% (n=122) were 
Protestant Christians, and 12.6% (n=105) were Muslims (see Figure 4.2). According to 
the 2008 Ethiopian census (Population Census Commission 2008:17), 43.5% of the 
population were Orthodox Christians and 33.9% were Muslims. The respondents’ religion 
was included as religion plays an important role in individual health and utilisation of 
preventive health care. 
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Figure 4.2   Respondents’ religion (n=836) 
 
4.4.1.1.6 Monthly income 
 
Of the respondents, 66.3% (n=548) had a monthly income below 3,500 Birr (equivalent 
to 175 USD), and 24.6% (n=203) were not able to estimate or did not know their monthly 
income (see Figure 4.3). Some respondents stated that they did not know their monthly 
income because it fluctuated between months, and some were students who were living 
with their parents and did not know their family income. Knowing patients’ monthly income 
is important to examine if the use of health promotion and disease prevention service is 
linked with their economic status.  
n=603; 72.1%
n=105; 12.6%
n=4; 0.5%
n=122; 14.6%
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Figure 4.3   Respondents’ monthly income (n=826) 
 
4.4.1.2 Health care access 
 
Health care access deals with the reason for attending a health facility, having routine 
medical check-ups, the time span between check-ups, the affordability of the service and 
insurance coverage. 
 
4.4.1.2.1 Reason for health facility visit 
 
The respondents were asked to indicate why they visited the health facility on that 
particular day. The question was coupled to a time period in terms of their reason for 
seeking health care. The time period gives an indication whether the reason for seeking 
medical assistance is acute or chronic in nature, which might well affect the provision of 
health promotion and disease prevention services. 
 
Of the respondents attending the health facilities, 43.5% (n=362) came for the treatment 
of an acute illness with an onset of more than 24 hours but less than two weeks’ duration, 
and 12.9% (n=107) came for the treatment of emergency health problems with an onset 
of less than 24 hours. This outlined the vast opportunity of informing patients who come 
for treatment of acute or emergency health conditions of the value and processes of 
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health promotion and disease prevention intervention approaches. Of the respondents, 
23.4% (n=195) sought treatment or follow-up for chronic health conditions with an onset 
of longer than two weeks, and lastly, 11.2% (n=93) were apparently healthy during the 
interview time but came to the health facility for some periodic health examination or 
routine check-up (see Table 4.5). Such patients are good candidates for secondary 
disease prevention and health promotion services.  
 
Table 4.5 Respondents’ reason for health facility visit (n=836) 
 
Reason for visit n % 
For periodic health examination 93 11.2 
For emergency treatment (onset <24 hour) 107 12.9 
For treatment of acute onset disease (>24hr<2 weeks) 362 43.5 
For treatment of chronic illness (onset >2 week<3 months) 72 8.6 
For treatment of chronic illness (onset >3 months) 123 14.8 
Other 75 9.0 
Total 832 100.0 
 
4.4.1.2.2 Periodic check-ups 
 
It was necessary to explore the respondents’ previous use of periodic health check-ups 
to understand their level of use and link the periodic check-up findings with the integrated 
health care service provided at health facilities. Regarding their previous experience, 
77.9% (n=651) of the respondents had never gone for periodic check-ups of their health 
(see Figure 4.4). The low proportion of respondents with a history of having periodic 
routine check-ups demonstrated that patients mainly sought treatment/curative services 
and not necessarily preventive services from the health facilities. This illustrates the need 
for the health facilities to integrate preventive services into the curative health care for 
such patients who do not have routine health check-ups but seek treatment services from 
health facilities.  
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Figure 4.4   Respondents’ routine health check-ups (n=836) 
 
Of the respondents who had some sort of routine check-up, 84.1% (n=153) had done so 
in the past year (see Table 4.6).  
 
Table 4.6 Time span since respondents’ last routine health check-up (n=182) 
 
Time span since the last check-up n % 
Within past year (<12 months ago) 153 84.1 
Within past 2 years (>1<2 years ago) 14 7.7 
Within past 5 years (>2 years <5 years ago) 12 6.6 
Five or more years ago 3 1.6 
Total 182 100.0 
 
4.4.1.2.3 Payment for services 
 
The minimum patients’ out-of-pocket ability to pay for an annual medical check-up was 
assessed to understand if this could be a barrier to using preventive health care from 
health facilities. Of the respondents, 62.7% (n= 520) could not afford to pay while 34.2% 
(n=284) could afford to pay for an annual medical check-up, which costs 1000-2000 ETB 
($50-$100) (see Table 4.7). This shows that the respondents’ low economic status could 
have affected their means to pay for preventive services. Therefore, patients’ economic 
n=182;21.8%
n=651;77.9
%
n=3;0.3%
Yes No Don't know
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inaccessibility to preventive health care may be considered one of the main reasons why 
they do not use these services. 
 
Table 4.7 Respondents’ ability to pay for an annual medical check-up which 
costs 1000-2000 ETB ($50-$100) (n=830) 
 
Afford annual check-up? n % 
Yes 284 34.2 
No 520 62.7 
Don't know/Not sure 26 3.1 
Total 830 100.0 
 
It was essential to investigate how many of the respondents had health care insurance 
and if integrated health care provision is linked with their having health insurance 
coverage. The respondents were asked about their health care insurance coverage. Of 
the respondents, 91.8% (n=766) did not have any kind of health insurance or medical 
coverage (see Figure 4.5). 
 
 
Figure 4.5   Respondents’ health insurance coverage (n=834) 
 
The researcher considered it necessary to include the modes of respondents’ billing for 
the health care service they received from health facilities in order to understand if it 
affects the type of health care services they get from the health facilities. In terms of billing 
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for the health service received, 12.7% (n=106) of the respondents received a free service 
or were exempted from payment, whereas 84.5% (n=703) paid for the service received. 
During the time of data collection, only 1.4% (n=12) of the respondents reported having 
health insurance coverage for the treatment they received (see Table 4.8). Analysis of 
health expenditure patterns in Ethiopia revealed that patients’ out-of-pocket health 
spending for the year 2012 was estimated to be very low, 132 ETB (7.49 USD) per person, 
and this spending on health varied according to the household’s economic status. The 
national health insurance coverage is also very low, only 1.25% (MOH 2014a:78). 
 
Table 4.8 Respondents’ health service bill settlement (n=832) 
 
Service bill settlement n % 
Free service 106 12.7 
Patient pay 703 84.6 
Health insurance cover 12 1.4 
Other 11 1.3 
Total  832 100.0 
 
4.4.1.3 Hypertension awareness 
 
Measuring blood pressure was included in this study as this is considered an essential 
and routine activity appropriate to almost all patients as a vital measurement of general 
health to gauge some degree of promotive, preventive and curative health care provision 
at health facilities. Of the respondents, 52.5% (n=438) had their blood pressure measured 
and 47.2% (n=394) had not (see Table 4.9). Despite commonly expected of all health 
professionals to measure a patient’s vital signs prior to providing any treatment there 
appear to be many cases in which this does not happen. Smeltzer, Bare, Hinkle and 
Cheever (2010:66) emphasise that the recording of vital signs, blood pressure, pulse rate, 
respiratory rate and body temperature measurements should be part of every physical 
examination. 
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Table 4.9 Respondents’ blood pressure measurement (n=835) 
 
Blood pressure checked? n % 
Yes 438 52.5 
No 394 47.2 
Don't know/Not sure 3 0.3 
Total 835 100.0 
 
To assess the risk of hypertension in correlation with omitted preventive health care by 
not measuring their blood pressure, the respondents’ previous history of raised blood 
pressure was included. Asked about their history of raised blood pressure after being 
examined by a doctor or a nurse, 15.0% (n=125) of the respondents were told they had 
high blood pressure; 3.5% (n=29) were informed of having borderline high blood 
pressure, and 2.6% (n=22) were only informed about their hypertension during their 
pregnancy (see Table 4.10). This indicates that 21.1% (n=176) of the respondents had 
some history of raised blood pressure that should be attended to.  
 
Table 4.10 Respondents’ knowledge of having raised blood pressure (n=836) 
 
Ever told of high BP? n % 
Yes 125 15.0 
Yes, but female told only during pregnancy 22 2.6 
No 506 60.5 
Was informed about borderline high blood pressure or being pre-
hypertensive 
29 3.5 
Don‘t know/Not sure 154 18.4 
Total 836 100.0 
 
The next question pertaining to hypertension was asked to ascertain how many 
respondents with a history of hypertension had been placed on medication so that their 
need for  promotive, secondary prevention and treatment could be assessed  This 
information is important to link with the health facilities’ readiness in terms of qualified 
health service providers, equipment and medications. Of the 176 respondents with a 
history of raised blood pressure (including borderline and pregnancy induced 
hypertension), 62.5% (n=110) were taking medication for their hypertension (see Table 
4.11).  It is important that patients receiving hypertensive medication should be monitored 
regularly in order to prevent further progression or hypertension complications. 
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Table 4.11 Respondents receiving treatment for raised blood pressure (n=176) 
 
Taking medication for high  blood pressure n % 
Yes 110 62.5 
No 66 37.5 
Total 176 100.0 
 
4.4.1.4 Cholesterol awareness  
 
The respondents’ cholesterol awareness was included in this study as it is an essential 
component in health promotion, disease prevention and curative health care service 
particularly related to cardiovascular diseases. The respondents attending the health 
facilities were asked if they were ever tested for their blood cholesterol level. Of the 
respondents, 81.1% (n=678) indicated that their blood cholesterol levels had never been 
checked, and 14.1% (n=118) had had their blood cholesterol level checked sometime in 
the past (see Figure 4.6). This indicates the low cognisance of patients and health service 
providers of the importance of abiding by the accepted standard for blood cholesterol 
testing. The recent guidelines emphasise the importance of having a fasting cholesterol 
test for everyone every five years, starting at age 20. People who have abnormal lipid 
values or take cholesterol-lowering medications likely need more frequent tests (Harvard 
Medical School 2009:3). 
 
Figure 4.6   Respondents checked for blood cholesterol level (n=836) 
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Regarding the period between the test for cholesterol, 60.2% (n=84) of the respondents 
had their cholesterol levels checked during the past two years, and 7.6% (n=9) had their 
cholesterol tested more than five years ago (see Table 4.12). This indicated that the 
majority of cholesterol tested respondents were still in the recommended time range for 
testing every five years, although this is insufficient for persons who have  other risk 
factors, such as hypertension (Harvard Medical School 2009:3).  
 
Table 4.12 Respondents’ period since last cholesterol test (n=118) 
 
Last cholesterol check n % 
Less than 12 months ago 51 43.2 
One year but less than 2 years ago 33 28.0 
Two years but less than 5 years 20 16.9 
Five or more years ago 9 7.6 
Don't know/Not sure 5 4.3 
Total 118 100.0 
 
The respondents were asked whether they had been tested for cholesterol on this visit. 
Of the respondents, 96.5% (n=796) indicated that they had not, while 2.0% (n=17) 
indicated that they had been during this visit (see Table 4.13). 
 
Table 4.13 Respondents tested for blood cholesterol level during their present 
visit to the health facility (n=825) 
 
Tested for cholesterol today? n % 
Yes 17 2.0 
No 796 96.5 
Don't know/Not sure 12 1.5 
Total 825 100.0 
 
4.4.1.5 Chronic health conditions 
 
Conditions resorted under this heading are cardiovascular disease, stroke, cancer, 
chronic respiratory disease, joint disorder/arthritis, kidney disease, visual problems, and 
diabetes. The level of comprehensive health care provided related to these common and 
fatal chronic health conditions was investigated.  
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Note: As the purpose of the study was to capture whether comprehensive health 
promotion, disease prevention and curative health care were provided to all patients in all 
aspects of chronic diseases, the questions were posed to all patients in all age ranges, 
irrespective of their presenting illness. Therefore, the questions were not filtered to those 
who had a medical history or complained of specific chronic disease symptoms. In 
addition, to keep coherence in discussing the findings pertaining to the different concepts, 
the presentation sequence of some questions was changed from what appeared in the 
questionnaire (e.g. the findings from question E01 and E02 are presented under the 
nutrition section). 
 
4.4.1.5.1 Cardiovascular disease  
 
Cardiovascular diseases (CVDs) are a group of disorders of the heart and blood vessels 
which are considered the number one cause of death globally. Patients with 
cardiovascular disease exhibit different signs and symptoms of which discomfort or chest 
pain that radiates down the arm is one of the symptoms (WHO 2015b). Asking patients if 
they have such chest pain helps to suspect a chronic cardiovascular disease and requires 
further investigation of the cause of the symptom. Of the respondents, only 2.9% (n=24) 
were asked if they had a history of chest pain that radiated down the arm. This indicated 
the low emphasis of service providers in taking history on such symptoms of 
cardiovascular diseases (see Table 4.14). Asking apparently healthy patients about 
symptoms of cardiovascular disease can provide an opportunity for diagnosis of diseases 
at an early state as well as for the provision of promotive health care services, such as 
diet and exercise. 
 
Table 4.14 Respondents asked by service providers if they had a history of chest 
pain (n=832) 
 
Asked about chest pain? n % 
Yes 24 2.9 
No 803 96.5 
Don't know/Not sure 5 0.6 
Total 832 100.0 
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4.4.1.5.2 Stroke 
 
It is meaningful for health care providers to estimate a person’s risk for a first stroke. 
Therefore, each patient with some stroke risk factors, such as age over 40, hypertension, 
diabetes, cardiac diseases, obesity, cigarette smoking, or being male, should undergo an 
assessment of stroke risk (American Heart Association and American Stroke Association 
2011:562). Of the respondents aged over 40, only 7% (n=19) were asked if they had a 
history of experiencing a stroke or were accordingly assessed and advised on the risk of 
strokes, illustrating the low emphasis given to the disease (see Table 4.15). 
 
Table 4.15 Respondents who were asked and advised about experiencing a 
stroke (n=272) 
 
Asked and advised on Stroke? n % 
Yes 19 7.0 
No 250 91.9 
Don't know/Not sure 3 1.1 
Total 272 100.0 
 
4.4.1.5.3 Cancer 
 
According to the WHO (2015b), cancer screening programmes should be organised to 
ensure that a large proportion of the target group is screened and that those individuals 
in whom abnormalities are observed receive an appropriate diagnosis and therapy. This 
study investigated whether service providers used the opportunities of the one-to-one 
patient-centred contact for screening and advising on cancer predisposing factors. Using 
such opportunities for providing health education and screening can be untailored to 
address the overall target population or tailored, based on individual characteristics, 
beliefs, or perceived barriers to screening (Community Preventive Service Task Force 
2012:93). Of the respondents, 91.1% (n=793) were not asked if they had any history of 
cancer nor were they advised on having a screening test for cancer (see Table 4.16). 
Patients in all age groups and both genders run some risk of acquiring cancer therefore 
health professionals should use the opportunity of patient contact to   provide advice on 
living a healthy life style in view of cancer prevention and enable cancer screening where 
it appears appropriate. However, even if the health care providers did understand the 
 
 
 
95 
importance of early cancer detection, they failed to comply with providing health education 
in terms of cancer risks and promoting healthy life style.  
 
Table 4.16 Respondents asked about cancer risk and advised (n=834) 
 
Asked about cancer risk and advised on screening for cancer? n % 
Yes 40 4.8 
No 793 95.1 
Don't know/Not sure 1 0.1 
Total 834 100.0 
 
4.4.1.5.4 Chronic respiratory disease 
 
Chronic Respiratory Diseases (CRDs), particularly bronchial asthma and Chronic 
Obstructive Pulmonary Diseases (COPDs), are among the most common chronic lung 
diseases that contribute to a considerable global disease burden (WHO 2012c:39). 
Asking patients about the signs and symptoms of chronic respiratory diseases and 
advising on the prevention approaches during patient contact contributes to disease 
prevention and treatment outcome. Of the respondents, 88.7% (n=741) were not asked 
by the health service providers whether they had chronic lung disease symptoms, such 
as a prolonged cough, wheezing and shortness of breath, nor were they advised on how 
to prevent chronic diseases such as asthma and TB (see Table 4.17). This shows the low 
emphasis given by health care providers in taking patients’ history of chronic respiratory 
diseases symptoms. 
 
Table 4.17 Respondents who were asked about chronic lung diseases and 
advised (n=835) 
 
Asked about chronic respiratory disease and advised? n % 
Yes 92 11.0 
No 741 88.7 
Don't know/Not sure 2 0.2 
Total 835 100.0 
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4.4.1.5.5  Joint disorders/arthritis 
 
The respondents were asked if the service providers asked them whether they had 
arthritis or joint symptoms, such as stiff or painful joints, and were given health education 
on the matter. Of the respondents, 84.3% (n=702) were not asked if they had arthritis or 
joint disorder symptoms (see Table 4.18). Joint disorders and arthritis occur in all age 
groups (but is common in old age) and due emphasis on health education about patient 
lifestyle, preventive advice and treatment is expected from health professionals (William 
& Bates 2011:256). 
 
Table 4.18 Health service providers enquired whether respondents had arthritis 
or joint symptoms (n=833) 
 
Of the respondents, 31.9% (n=267) indicated that they had a history of arthritis or joint 
symptoms. Of these, 40.1% (n=107) indicated that they were able to do some things they 
wanted to in terms of mobility, whereas 28.8% (n=77) could hardly do anything they would 
like to do, which means health professionals should have noticed the difficulty these 
patients were experiencing in moving about (see Table 4.19). 
 
Table 4.19 Functionality of respondents with arthritis or joint symptoms (n=267) 
 
Functionality of respondents with joint symptoms n % 
I can do everything I would like to do 23 8.6 
I can do most things I would like to do 60 22.5 
I can do some things I would like to do 107 40.1 
I can hardly do anything I would like to do 77 28.8 
Total 267 100.0 
 
Of the respondents who reported a history of arthritis or joint symptoms, 16.1% (n=43) 
were detected by health professionals and given advice on the importance of body weight 
reduction to improve their symptoms of joint problems (see Table 4.20). This indicates 
Asked about joint symptoms or arthritis and advised? n % 
Yes 130 15.6 
No 702 84.3 
Don't know/Not sure 1 0.1 
Total 833 100.0 
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missed opportunity of identifying patients with joint problems as well as of providing 
appropriate advice for the prevention and treatment of the diseases (such as on weight 
loss). 
 
Table 4.20 Respondents with arthritis or joint symptoms advised on weight loss 
(n=267) 
 
Respondents with joint symptoms received advice on weight 
loss? n % 
Yes 43 16.1 
No 224 83.9 
Total 267 100.0 
 
4.4.1.5.6 Kidney disease 
 
The respondents were asked if health service providers enquired about possible kidney 
disease which causes leg and body swelling and flank pain. Of the respondents, 80% 
(n=668) were not examined for signs and symptoms of kidney disease nor were they 
provided with preventive advice in terms of diet, salt and water intake (see Table 4.21). 
Enquiring about patients’ symptoms of kidney problems and providing advice on diet, salt 
and water intake can help disease prevention and treatment related to kidney diseases. 
Nevertheless, there is still low focus given by health professionals for kidney disease-
related preventive and treatment service at health facilities. 
 
Table 4.21 Respondents asked about kidney disease signs and symptoms and 
given preventive advice (n=831) 
 
Respondents asked about kidney diseases and advised? n % 
Yes 161 19.4 
No 668 80.4 
Don't know/Not sure 2 0.2 
Total 831 100.0 
 
Of the 161 respondents who were asked about their signs and symptoms of kidney 
disease, 47.8% (n=77) were not asked to undergo a kidney function test which could 
suggest a missed opportunity for making an appropriate diagnosis (see Table 4.22). This 
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highlights the importance of health professionals having checklists on desired 
investigations required by patients showing symptoms of certain diseases. 
 
Table 4.22 Respondents asked about having kidney function test (n=161) 
 
Respondents asked about having kidney 
function test? n % 
Yes 63 39.1 
No 77 47.8 
Don't know/Not sure 21 13.1 
Total 161 100.0 
 
4.4.1.5.7 Visual acuity 
 
The visual acuity test is a routine part of an eye examination during a general physical 
examination, particularly if there is a change in or a problem with vision. The visual acuity 
test is used to determine the smallest letters a patient can read on a standardised chart 
(Snellen Chart) or a card held 20 feet away (Medical Encyclopaedia 2015). The 
respondents were asked if they were checked for vision impairment. Of the respondents, 
89.6% (n=742) were not examined for visual impairment while 10.3% (n=85) were 
examined (see Table 4.23). If Snellen’s chart for visual acuity test was available and 
utilised at each OPD, the necessary screening service for visual impairment could have 
been provided. 
 
Table 4.23 Respondents whose eyes were examined for visual impairment 
(n=828) 
 
Eyes examined? n % 
Yes 85 10.3 
No 742 89.6 
Not applicable/Blind 1 0.1 
Total 828 100.0 
 
Apart from using Snellen’s test for a routine test for visual acuity, it can also be used for 
improving impaired vision. Ophthalmologists advocate that focusing the eyes on the 
Snellen Chart is a great help and encouragement to the eye in an effort to recover the 
normal power of vision (William & Bates 2011:64). In this study, 24% (n=201) of the 
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respondents reported that they had little to extreme difficulty in recognising a friend across 
the street (see Table 4.24). Health facilities need to consider screening of such patients 
for their visual impairment and provide the necessary health care or referral to 
ophthalmologists as part of the routine health care services provided at OPD. 
 
Table 4.24 Respondents’ poor eye sight check (n=836) 
 
Eye sight ability to recognize a friend across the street n % 
No difficulty 621 74.3 
A little difficulty 138 16.5 
Moderate difficulty 35 4.2 
Extreme difficulty 28 3.3 
Unable to do so (blind) 1 0.1 
Don't know/not sure 13 1.6 
Total 836 100.0 
 
4.4.1.5.8 Diabetes 
 
The greater emphasis on prevention of diabetes is manifested in regular patient risk 
assessments (for genetic, environmental, behavioural or social factors) and pro-active 
follow-up screening and tests to detect disease early. This is important so that the 
necessary information, health education, skills training, and support can be provided to 
stay healthy for as long as possible (Ministry of Health and Long-term Care 2007:22). Of 
the respondents, 90.0% (n=751) were not asked if they had diabetes or symptoms of 
diabetes, such as polyuria (excess and frequent urination), polydipsia (excessive and 
frequent thirst) and nocturnal polyuria (repeated wake-up for urination during the night) 
(see Table 4.25). This indicates assessing patients’ condition, improving their knowledge 
on risks for developing diabetes and personalising treatment and preventive measures to 
patients’ need were commonly missed from the patient examination routine. 
 
Table 4.25 Respondents asked if they had diabetes or symptoms of diabetes 
(n=834) 
 
Diabetic or had symptoms of diabetes? n % 
Yes 82 9.8 
No 751 90.0 
Don't know/Not sure 1 0.1 
Total 834 100.0 
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According to the International Diabetes Federation (IDF) (2014), Ethiopia is one of the 
top three countries in Africa, with a diabetes prevalence rate of 4.48%. Prevalence is 
calculated by dividing the number of occurrences of the health indicator during the 
specified time period by the size of the population in which the health indicator occurs. 
The result is expressed as a percentage (CDC 2016a). In Ethiopia, 2.1 million people are 
living with diabetes and 34,262 deaths occur each year from diabetes and diabetes-
related complications (IDF 2014). The respondents were asked whether they were 
informed by a physician or health professional that they were diabetic. Of the 
respondents, 89.1% (n=739) indicated that they had not ever been informed that they 
were diabetic, while 10.3% (n=85) confirmed that they were informed of being diabetic 
(see Table 4.26). Considering the limited diabetes screening routines by health 
professionals, there could be possible missed diagnosis of diabetic patients or patients 
with borderline diabetes. 
 
Table 4.26 Respondents confirmed as diabetic (n=829) 
 
Diagnosed by health professional as diabetic n % 
Yes 85 10.3 
No 739 89.1 
Don't know/Not sure 5 0.6 
Total 829 100.0 
 
Conducting urine or blood test for glucose can help patients in capturing diabetes disease 
at an early stage. Of the respondents, 92.3% (n=770) had not undergone urine or blood 
tests for diabetes screening or for follow-up purposes (see Table 4.27). Of the 7.6% 
(n=63) respondents whose urine or blood sugar levels were tested, screening tests were 
conducted for 32% (n=20) while 68% (n=43) were tested for follow-up purposes. This 
indicates that screening patients for diabetes disease is largely underperformed. 
 
Table 4.27 Respondents on whom urine or blood sugar tests were done (n=834) 
 
Urine or blood sugar test conducted n % 
Yes 63 7.6 
No 770 92.3 
Don't know/Not sure 1 0.1 
Total 834 100.0 
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The 85 confirmed diabetic respondents were asked to indicate the age at which they were 
diagnosed with the disease. Of the diabetic respondents, 25.9% (n=22) acquired the 
disease before the age of 30 while 82.4% (n=70) indicated before the age of 50 (see 
Table 4.28). It appears that the diagnosis made for diabetes in Ethiopia is early 
conforming with the International Diabetic Federation Report (2016) that highlighted that 
many middle- and low-income countries have more people under the age of 60 with 
diabetes compared to high-income countries (the largest proportion of diabetes 
prevalence is in populations over the age of 60). 
 
Table 4.28 Respondents’ age at diagnosis as diabetic (n=85) 
 
Age when diabetic diagnosis was made? n % 
<18 years 4 4.7 
19-30 years 18 21.2 
31-40 years 29 34.1 
41-50 years 19 22.4 
51-60 years 8 9.4 
>60 years 7 8.2 
Total 85 100.0 
 
4.4.1.6 Tobacco use 
 
Information gained from the respondents on the use of tobacco included their smoking 
status, whether they were informed of the dangers of smoking, and whether they received 
counselling in this regard. Second-hand smoking was also dealt with. 
 
4.4.1.6.1 Smoking status 
 
Health professionals can play a key role in fighting tobacco use because for smokers who 
want to quit, getting started often needs support and motivation from trusted sources like 
health service providers (CDC 2015b). Of the respondents, 94.7% (n=788) were not 
asked if they smoked cigarettes, while 5.3% (n=44) were asked about their smoking 
status (see Table 4.29). Sufficient evidence has been found to infer causal associations 
of smoking with fatal diseases such as lung cancer, liver cancer, colorectal cancer, 
chronic obstructive lung diseases (COPD), and cardiovascular diseases and smoking 
cigarettes has been identified as a major cause of premature death (US Department of 
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Health and Human Services  2014a:6). Enquiring about smoking habits is an important 
item on the standardised patient history that emphasises the importance of determining 
patients’ smoking status as smoking has a detrimental effect on several aspects of health 
and wellbeing (Bickley 2013:2). It is of concern that this aspect is often overlooked by 
doctors and nurses during history taking.  
 
Table 4.29 Respondents asked their cigarette smoking status (n=832) 
 
Asked if smoke cigarettes? n % 
Yes 44 5.3 
No 788 94.7 
Total 832 100.0 
 
4.4.1.6.2 Dangers of smoking 
 
Advice from health care professionals can more than double the smoking cessation 
success rate and patients are more satisfied with their health care if their health care 
provider offers smoking cessation interventions – even if patients are not yet ready to quit 
(American Academy of Family Physicians 2015). Of the 44 respondents who were asked 
about their smoking status by health professionals, 36.4% (n=16) were smokers. Of these 
respondents, 31.2% (n=5) indicated that the danger of smoking was explained in terms 
of its effect in decreasing lung function and risk of cancer, but 68.8% (n=11) indicated 
that this was not explained (see Table 4.30). This shows that only about 33% of the 
smokers received advice on the dangers of smoking, making the preventive contribution 
of the health professionals on prevention and treatment of cigarette smoking minimal.  
 
Table 4.30 Respondents informed of the dangers of smoking (n=16) 
 
Danger of smoking explained? n % 
Yes 5 31.2 
No 11 68.8 
Total 16 100.0 
 
4.4.1.6.3 Counselling in terms of smoking 
 
The data collectors asked all respondents whether they were smokers. Of the 
respondents, 11.1% (n=93) identified themselves as smokers. Of the self-identified 
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smokers, only 5.4% (n=5) had ever received one-on-one counselling on quitting smoking 
(see Table 4.31). The health service providers identified only 16 of the 93 smokers 
(82.7%; n=77), which highlights a large proportion of patients were missed from being 
identified as smokers by service providers and  thus lost  an opportunity of being provided 
with  advice on quitting smoking. 
 
Table 4.31 Smoking respondents who `received one-on-one counselling to quit 
smoking (n=93) 
 
Ever received counselling to quit smoking? n % 
Yes 5 5.4 
No 88 94.6 
Total 93 100.0 
 
4.4.1.6.4 Second-hand smoking 
 
Exposure to second-hand smoking is becoming an increasing health risk factor for non-
smokers. Second-hand smoke has been found to cause lung cancer in healthy adult non-
smokers and respiratory symptoms in children (US Department of Health and Human 
Services 2014b:28). Therefore, health professionals’ awareness of patients’ exposure to 
second-hand smoking and subsequent advice in preventing such exposure is crucial. Of 
the respondents, only 1.1% (n=9) were asked whether they were exposed to second-
hand smoke, thereby showing the little attention given by health professionals in 
investigating passive smoking and preventing the associated risk (see Table 4.32). 
 
Table 4.32 Respondents asked about exposure to second-hand smoking (n=832) 
 
Respondents’ asked if exposed to second-hand smoking n % 
Yes 9 1.1 
No 821 98.7 
Don't know/Not sure 2 0.2 
Total 832 100.0 
 
Exposure to second-hand smoke at home could be an important health risk factor for a 
non-smoking individual who lives with a cigarette smoker (US Department of Health and 
Human Services 2014b:275). Asked how often they inhaled cigarette smoke while 
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someone at home was smoking, 4.5% (n=37) of the respondents indicated that they were 
always exposed, while 9.3% (n=77) were seldom exposed to second-hand smoking at 
home (see Table 4.33). This indicated a large degree of second-hand cigarette smoke 
exposure at home, considering the respondents’ and their family members’ exposure to 
similar risk. 
 
Table 4.33 Respondents’ exposure to second-hand cigarette smoke at home 
(n=826) 
 
How often are you exposed to second-hand cigarette smoke 
at home? 
n % 
Always 37 4.5 
Seldom 77 9.3 
Never 702 85.0 
Don't know 10 1.2 
Total 826 100.0 
 
Indoor public space smoking is considered a public health hazard and is prohibited by 
law in many countries, including Ethiopia (Ethiopian Opinion 2014). The respondents 
were asked how often they were exposed to smoking from someone other than 
themselves at public spaces, including restaurants, bars, casinos, clubs or sport arenas. 
Of the respondents, 21.3% (n=177) were always exposed to indoor public space smoking 
while 62.8% (n=521) were seldom exposed (see Table 4.34). The substantial proportion 
of respondents’ exposure to second-hand smoking in public places emphasises the 
importance of enforcing the law that bans public place smoking.   
 
Table 4.34 Respondents’ exposure to indoor public space smoking (n=830) 
 
Exposure to indoor public space smoking? n % 
Always 177 21.3 
Seldom 521 62.8 
Never 93 11.2 
Don't know 39 4.7 
Total 830 100.0 
 
  
 
 
 
105 
4.4.1.7 Harmful use of alcohol  
 
This section examined the respondents’ alcohol consumption and pattern of usage, and 
level of preventive health service provision in terms of conducting liver function test for 
respondents who consumed alcohol. 
 
4.4.1.7.1 Alcohol consumption 
 
Alcohol screening and brief counselling can reduce drinking on occasion by 25% in 
people who drink too much, but only 1 in 6 people have ever talked with their doctor or 
other health professional about alcohol use. Talking with patients about their drinking is 
the first step of screening and counselling (CDC 2014a). Therefore, for clinicians it should 
be a routine activity to ask patients about their current and past use of alcohol (Bickley 
2013:16). Of the respondents, 92.3% (n=770) were not asked about their alcohol 
consumption by the service providers. This indicates health service providers’ limited 
awareness of the respondents’ alcohol consumption status which could have provided an 
opportunity for promotive and preventive health care specific to the harmful use of alcohol 
(see Table 4.35). According to the WHO (2014b:65), health services play a critical role in 
tackling alcohol-attributable harm by screening and brief intervention with referral to 
treatment (SBIRT), which has been both effective and cost-effective in a variety of health 
service settings. 
 
Table 4.35 Health service provider asked about respondents’ alcohol 
consumption (n=834) 
 
Asked about alcohol consumption n % 
Yes 64 7.7 
No 770 92.3 
Total 834 100.0 
 
4.4.1.7.2 Pattern of drinking 
 
The respondents were asked about their pattern of alcohol consumption over the 30 days 
before the data collection. Of the respondents, 70.1% (n=578) reported that they had not 
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drunk any alcohol in the past month; 25.7% (n=211) took at least one drink of alcohol 
between one to four days a week, while 2.5% (n=21) had at least one alcoholic drink 
almost every day of the week (see Table 4.36). According to the WHO (2014b: 289-305), 
the alcohol per capita (APC) rate for Ethiopia is 4.2% with 3.1% of Ethiopian drinkers 
considered to be heavy episodic drinkers (HED), who consume at least 60 grams or more 
of pure alcohol on at least one occasion in 30 days. 
 
Table 4.36 Respondents’ alcohol consumption status over previous 30 days 
(n=824) 
 
At least one alcohol drink per day? n % 
1-2 days per week 174 21.1 
3-4 days per week 37 4.6 
5-7 days per week 21 2.5 
No drinks in the past 30 days 578 70.1 
Don't know/Not sure 14 1.7 
Total 824 100.0 
 
4.4.1.7.3 Alcoholic liver disease 
 
The harmful use of alcohol predisposes to different socio-economic problems in addition 
to its untoward effect on health. The harmful use of alcohol is listed as the third leading 
risk factor for premature deaths and disabilities in the world (WHO 2010a:5). Alcohol 
abuse affects liver function that leads to alcoholic liver diseases, liver cirrhosis and cancer 
(WHO 2014b:12). Having a liver function test can help early detection and prevention of 
liver damage from alcohol (Tsubouchi, Ido & Mwatari 2010:218-223). Of the 232 
respondents who reported that they consumed alcohol at various intervals, 4.9% (n=41) 
noted having been asked if they had undergone a liver function test and 82.3% (n=182) 
had not been asked by the health professionals whether they had ever undergone a liver 
function test. This indicated weak preventive and follow-up health service provision (see 
Table 4.37).  
 
  
 
 
 
107 
Table 4.37 Liver testing in respondents who consumed alcohol (n=232) 
 
Ever undergone a liver function test? n % 
Yes 41 4.9 
No 191 82.3 
Total 232 100.0 
 
4.4.1.8 Nutrition 
 
This section covers health care service provided to patients by health service providers 
on nutrition, eating and preparing a balanced diet, and practice of seeking professional 
advice from nutritionists. 
 
4.4.1.8.1 Nutritional value of food 
 
Patients’ nutritional status is an important component to be investigated during patient- 
health service provider contacts as diet is a vital part of patient health and recovery from 
illness (Malnutrition Advisory Group [MAG] 2015). However, failure to screen patient’s 
nutritional status was not reported and it was assumed that health care staff did not 
recognise this as an important aspect of patient care or as a patient safety issue (National 
Patient Safety Agency [NPSA] 2009:3). Apart from the clinical ailment that made the 
respondents seek health care, 79.7% (n=665) were not advised or educated about the 
nutritional value of different types of food and the proportions considered adequate for 
health (see Table 4.38). This indicates the need for screening patients on their nutritional 
status, their skills and knowledge of nutrition and providing advice and education on 
nutrition and balanced diet.  
 
Table 4.38 Respondents advised or educated on nutrition (n=835) 
 
Advised on nutrition? n % 
Yes 169 20.2 
No 665 79.7 
Don't know/Not sure 1 0.1 
Total 835 100.0 
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4.4.1.8.2 Seeking professional assistance in view of nutrition 
 
The respondents were asked if they had ever visited a nutritionist, doctor or nurse for 
advice on dietary requirements in view of their health. Of the respondents, 11.6% (n=97) 
indicated that they had done so, while 88.4% (n=737) had never sought professional 
assistance in this regard (see Table 4.39). The high number of respondents who never 
sought advice on nutrition from health professionals could be due to lack of awareness of 
the importance of nutritional advice tapered to patients’ needs or the unavailability of the 
service.  
 
Table 4.39 Respondents visited professionals for advice on nutrition (n=834) 
 
Ever visited professionals for advice on nutrition? n % 
Yes 97 11.6 
No 737 88.4 
Total 834 100.0 
 
4.4.1.8.3 Taking a balanced diet 
 
The respondents were asked if they thought they had a diet that furnished all the nutritive 
factors in proper proportion and adequate amounts (balanced diet). Of the respondents, 
53% (n=443) believed their diet was balanced, and 43.9% (n=367) did not think they had 
a nutritionally balanced diet (see Table 4.40). The reason why the respondents, and many 
patients, did not follow or understand the necessity of a balanced diet needs to be 
investigated further and should be nationally addressed because 67% of the working age 
population in Ethiopia is currently stunted due to multiple causes related to child 
malnutrition (Ethiopia MOH 2013:21). 
 
Table 4.40 Respondents taking a balanced diet (n=836) 
 
Do you think you take a balanced diet? n % 
Yes 443 53.0 
No 367 43.9 
Don't know/Not sure 26 3.1 
Total 836 100.0 
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4.4.1.8.4 Skill in preparing a balanced diet 
 
A lack of skills in preparing and cooking food to meet the nutritional needs of a person 
and his/her family could impact on health as it can limit choices. Having the knowledge 
and skill of preparing food that is balanced in proportion and amount with nutritive factors 
is an essential component of nutrition (European Food Information Council 2011). Of the 
respondents, 56.0% (n=468) believed they had the knowledge and skill to prepare food 
that provided a balanced diet while 42.0% (n=351) did not have the necessary skills (see 
Table 4.41). 
 
Table 4.41 Respondents’ skill and knowledge to prepare food balanced with 
essential components of nutrition (n=836) 
 
Skill and knowledge to prepare food with essential 
components of nutrition (balanced diet)? 
n % 
Yes 468 56.0 
No 351 42.0 
Don't know/Not sure 17 2.0 
Total 836 100.0 
 
4.4.1.9 Obesity 
 
This section examined patient health care service provision related to obesity, including 
assessing body weight, body girth and body mass index (BMI). 
 
4.4.1.9.1 Body weight 
 
A trained health care provider should perform health assessments in order to evaluate 
disease risk and diagnose disease status related to obesity or underweight (CDC 2015c). 
The respondents were asked if their weight was measured and discussed in terms of their 
wellbeing. Of the respondents, 82.4% (n=688) stated that their body weight was not 
measured, 17.0% (n=142) stated that it was measured and discussed (see Table 4.42). 
Even though standard patient physical examination procedures recommend taking 
patients’ weight routinely (Bickley 2013:52), the low proportion of respondents measured 
for their body weight indicates a need to boost health service providers’ skills and focus 
in diagnosing diseases related to obesity and underweight. 
 
 
 
110 
 
Table 4.42 Respondents body weight measured and discussed in terms of their 
well-being (n=835) 
 
Body weight measured and discussed? n % 
Yes 142 17.0 
No 688 82.4 
Don't know/Not sure 5 0.6 
Total 835 100.0 
 
4.4.1.9.2 Body girth 
 
Adults with a high waist circumference (girth) are at increased risk of developing health 
problems, such as type 2 diabetes, cardiovascular disease and high blood pressure 
(Alberta Health Services 2013:3). Of the respondents, 90.9% (n=760) reported that their 
body girth was not measured while 9.0% (n=75) reported that it was measured and 
discussed in terms of their wellbeing (see Table 4.43). This indicated that although taking 
girth measurement that shows central body fat composition is an important indicator of 
health risk, it was not frequently conducted at the health facilities. 
 
Table 4.43 Respondents body girth measured and discussed in terms of their 
well-being (n=836) 
 
Girth measured and discussed n % 
Yes 75 9.0 
No 760 90.9 
Don't know/Not sure 1 0.1 
Total 836 100.0 
 
4.4.1.9.3 Body mass index (BMI) 
 
The respondents were asked if they were aware of their weight and height measurements 
and their self-reported most recent measurements were recorded. Of the respondents, 
59.9% (n=501) did not know their height compared to 31.1% (n=260) who did not know 
their body weight (see Table 4.44). Knowledge of one’s weight and height can be used to 
calculate the Body Mass Index (BMI), which is a person's weight in kilograms divided by 
the square of height in metres, which is used as a screening tool. A high BMI can be an 
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indicator of high body fatness and a low BMI can be an indicator of having too low body 
fatness (CDC 2015c). 
 
Table 4.44 Respondents’ awareness of their weight and height (n=836) 
 
Respondent weight and 
height awareness 
Don't know their 
weight and height 
Know their weight 
and height 
Total 
N % n % n % 
Weight (kg)* 260 31.1 576 68.9 836 100.0 
Height (meter)** 501 59.9 335 40.1 836 100.0 
 
Note: The information on Weight (Kg)* and Height (metres) ** was collected using O02 and O03 
questions. 
 
The respondents’ self-reported most recent weight (Kg) and height (metre) was 
documented and used to analyse their body mass index (BMI). BMI is a useful indicator 
to measure overweight and obesity and related health risks (Alberta Health Services 
2013:3). The respondents’ weight ranged between 34 kg and 116 kg with an average of 
61 kg while their height ranged between 1.4 m and 1.9 m with an average of 1.67m.Based 
on this information, the respondents’ calculated BMI (weight/height2) was found to range 
between 16.1 kg/m2 and 38.1 kg/m2 with an average of 22.4 kg/m2 (see Table 4.45). 
 
Table 4.45 Respondents’ self-reported body weight and height measurement and 
BMI (n=324) 
 
Body measurement Minimum Maximum Mean 
Weight (kg) 34 kg 116 kg 61.3 kg 
Height (metres) 1.4 m 1.9 m 1.67 m 
Weight/Height square 16.1 kg/m2 38.1 kg/m2 22.4 kg/m2 
 
A BMI at or above the current cut-off point for overweight (BMI ≥25 <29.9 kg/m2) is 
associated with fatal CHD and diabetes while a BMI at or above the current cut-off point 
for obesity (BMI ≥30 kg/m2) is associated with an elevated risk for all-cause mortality 
compared with normal weight (18.5 to 24.9 kg/m2) (US Department of Health and Human 
Services 2014c:39-41). Categorisation of respondents’ BMI using their weight/height2 
indicated that 72.5% (n=235) were in the normal weight range while 7.1% (n=23) were 
underweight. Of the respondents whose BMI was calculated, 17.0% (n=55) and 3.4% 
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(n=11) were in the category of overweight and obese, respectively (see Figure 4.7). This 
shows a large proportion of respondents were at an increased risk of disease due to 
overweight or obesity but due attention had not been provided at the health facilities. 
 
 
Figure 4.7   Respondents’ body mass index (BMI) (n=324) 
 
4.4.1.10 Exercise/physical activity 
 
Assessing how physical activity contributes to a patient’s health and wellbeing can help 
provide health care tailored to each patient’s need. This section examined the health care 
service providers’ awareness of respondents’ physical activity and individual 
respondents’ practice of physical activity.  
 
4.4.1.10.1 Importance of regular exercise 
 
Advising on physical activity (PA) in the right “dosage” is a highly effective prescription for 
the prevention, treatment and management of the most common chronic health 
conditions encountered in clinical practice (American College of Sports Medicine 2015:2). 
The respondents were asked if they were advised or educated on the importance of 
having regular exercise tailored to their illness. Of the respondents, 80.4% (n=671) were 
not advised or educated on the importance of having physical exercise (see Table 4.46). 
This shows how physical exercise is minimally integrated in the clinical practices of health 
facilities despite of its benefits for health. 
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Table 4.46 Respondents advised on the importance of regular physical exercise 
(n=835) 
 
Advised on regular exercise? n % 
Yes 163 19.5 
No 671 80.4 
Don't know/Not sure 1 0.1 
Total 835 100.0 
 
4.4.1.10.2 Participating in regular exercise 
 
In addition to improving overall physical fitness, physical exercise has numerous benefits 
of health for individuals engaged in regular physical activities (Peterson 2015). The 
respondents were asked if they had participated in any physical activities or exercise, 
such as running, calisthenics, gardening, golf, going to the gym, or walking for exercise 
in the past month in order to keep healthy. Of the respondents, 16.0% (n=133) indicated 
that they did exercise while 83.8% (n=699) did not perform any physical exercise (see 
Table 4.47). The underdeveloped practice of performing physical exercise by patients 
attending the health facilities is a reflection of the common habit of the community. 
Developing the habit of performing physical exercise entails effort by health facility 
professionals to provide counselling on exercise as well as encourage community-based 
initiatives, such as mass sport activities, sport club engagement and enhancing the use 
of gymnasiums with the purpose of elevating the level of physical activity of community 
members. 
 
Table 4.47 Respondents’ participation in physical exercise during the last month 
(n=834) 
 
Participated in physical exercise in past month? n % 
Yes 133 16.0 
No 699 83.8 
Don't know/Not sure 2 0.2 
Total 834 100.0 
 
4.4.1.10.3 Housework as physical activity 
 
The respondents were asked how many times per week they had taken part in housework 
activities during the previous month. Of the respondents, 44.4% (n=371) had performed 
housework activities for 5-7 days a week; 17.4% (n=145) did housework for 3-4 days a 
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week, and 18.6% (n=155) did household work for 1-2 days a week (see Table 4.48). 
Women are mainly involved in doing household chores in the Ethiopian culture and 
therefore housework may be considered a physical activity or exercise for most women. 
However, it should be noted that domestic physical activity is not seen as the main method 
by which sedentary individuals are encouraged to meet current physical activity 
guidelines (Murphy, Donnelly, Breslin, Shibli & Nevill 2013:5).  
 
Table 4.48 Respondents’ participation in housework activities (n=835) 
 
Participate in housework in past month n % 
1-2 days per week 155 18.6 
3-4 days per week 145 17.4 
5-7 days per week 371 44.4 
No homework activities in past 30 days 164 19.6 
Total 835 100.0 
 
4.4.1.10.4 Physical exercise to strengthen muscles 
 
Adults need 150 minutes of moderate-intensity aerobic activity (i.e., brisk walking) every 
week and weight training muscle-strengthening activities on two or more days a week 
that work all major muscle groups (CDC 2015d). The respondents were asked if they had 
participated in any physical exercise in the previous month that helped to strengthen 
muscles, such as using their own body weight like sit-ups or push-ups and those using 
weight machines, free weights, or elastic bands. Of the respondents, 81.5% (n=681) did 
not participate in any such activities and 15.9% (n=133) had participated at least 1-2 days 
per week (see Table 4.49). This shows the habit of conducting weight-bearing physical 
exercise based on the standard guidelines was minimal. 
 
Table 4.49 Respondents’ participation in physical exercise that strengthens 
muscles (n=836) 
 
 
Participate in physical exercise in past month to strengthen 
muscle 
n % 
1-2 days per week 51 6.1 
3-4 days per week 59 7.1 
5-7 days per week 23 2.7 
No exercise in past 30 days 681 81.5 
Don't know/not sure 22 2.6 
Total 836 100.0 
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4.4.1.11 Family planning 
 
This section assessed the needs of female respondents of reproductive age in preparing 
for a healthy pregnancy and baby, family planning, and their intention to have more 
children. 
 
4.4.1.11.1 Preparing for a healthy pregnancy and baby 
 
For patients in the reproductive age group providing advice on the preparation for a 
healthy pregnancy and baby could be an important topic during patient-provider 
interaction (WHO 2011d: 289). Of the respondents in the reproductive age group, 25.4% 
(n=105) indicated that the health service providers had advised them on preparing for a 
healthy pregnancy and baby, while 74.4% (n=308) indicated that they had not (see Table 
4.50). This can be considered a missed opportunity for women of reproductive age that 
actually need advice on preparing for a healthy pregnancy and baby. 
 
Table 4.50 Respondents (in reproductive age) advised on preparation for healthy 
pregnancy and baby (n=414) 
 
Advice on healthy pregnancy and baby n % 
Yes 105 25.4 
No 308 74.4 
Don't know/Not sure 1 0.2 
Total 414 100.0 
 
4.4.1.11.2 Family planning counselling 
 
Providing family planning counselling tailored to patients’ needs is essential to let the 
patients choose and use family planning methods that suit them (WHO 2011d:308). 
Female respondents in the reproductive age group (<45 years) were asked if the service 
providers provided counselling on family planning methods. Of the respondents, 79.2% 
(n=328) had not been counselled on the use of family planning while 17.1% (n=71) did 
receive counselling (see Table 4.51). This indicates that family planning is not integrated 
sufficiently in other health care services of the health facilities.  
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Table 4.51 Respondents counselled on family planning (n=414) 
 
Counselled on FP n % 
Yes 71 17.1 
No 328 79.2 
Don't know/Not sure 15 3.6 
Total 414 100.0 
 
4.4.1.11.3 Respondents’ intention to have children in future  
 
The respondents were asked whether they wished to have a child soon or in the future. 
Of the respondents, 13.0% (n=54) did not intend having a child at all; 25.4% (n=105) were 
not sure about having a child; 24.6% (n=102) wanted to have a child in less than one 
year’s time, and 37.0% (n=153) wanted a space of more than one year (see Table 4.52).  
Had the patients’ been asked on the timing of their need for child and spacing between 
children, they could have been provided with appropriate counselling on family planning 
methods which the majority of service providers failed to provide (WHO 2013:139).  
 
Table 4.52 Respondents’ intention to have a child (n=414) 
 
Want to have child now or in future? n % 
You don't want to have one at all 54 13.0 
You do want to have one, less than 12 months from now 102 24.6 
You do want to have one, between 12 months to less than 2 
years from now 64 15.5 
You do want to have one, between 2 years to less than 5 years 
from now 43 10.4 
You do want to have one, 5 or more years from now 46 11.1 
Don‘t know/Not sure 105 25.4 
Total 414 100.0 
 
4.4.1.12 Breast cancer screening 
 
Breast cancer is the second most prevalent of female cancers in Sub-Saharan Africa 
(Morhason-Bello, Odedina, Rebbeck, Harford, Dangou, Genny & Adewole 2013:144). A 
mammography check-up, an x-ray of both breasts to look for breast cancer, is essential 
to diagnose early breast lesion (WHO 2014c:13). Of the female respondents over 40 
years, 8.2% (n=26) had been asked if they had ever had a mammographic check-up of 
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their breasts, while 91.2% (n=291) indicated that they had not been asked if they had had 
a mammogram (see Table 4.53). 
 
Table 4.53 Service providers enquired if respondents had had mammography 
(n=319) 
 
Asked if respondent had had mammography? n % 
Yes 26 8.2 
No 291 91.2 
Don't know/Not sure 2 0.6 
Total 319 100.0 
 
The WHO (2014c:12) recommends a mammographic check-up for females over 40 years 
and in well-resourced set-ups every two years.  Of the 310 female respondents over 40 
years, asked by data collectors, 85.2% (n=264) had never had a breast mammographic 
check-up, and 14.8% (n=46) had had a mammographic check-up. Of those, 10.3% (n=32) 
had had the examination in the past two years (see Table 4.54). The number of female 
patients who had never been checked for breast cancer indicates the need for the 
availability of the service and improving public awareness of the importance of having 
mammographic check-ups.  
 
Table 4.54 Period since respondents’ last mammography (n=310) 
 
When was last mammography done n % 
Less than 12 months ago 17 5.5 
1 year but less than 2 years ago 15 4.8 
2 years but less than 5 years ago 8 2.6 
5 or more years ago 5 1.6 
Don‘t know/Not sure 1 0.3 
Never tested 264 85.2 
Total 310 100.0 
 
In clinical breast examination, a doctor, nurse, or other health professional palpates the 
breasts for lumps (CDC 2014b). The female respondents were asked if they had had a 
clinical breast examination and had been advised on the importance of doing regular self-
breast examination. Of the female respondents, 89% (n=453) indicated that they had not 
been advised on self-breast examination and clinical breast examination had not been 
conducted (see Table 4.55). Clinical breast examinations for cancer and advice on self-
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breast examination are both affordable and useful in resource-limited settings yet are 
underutilised by clinicians. 
 
Table 4.55 Respondents who had had clinical breast examination and had been 
advised on self-breast examination (n=509) 
 
Clinical breast examination done and advised on self-
breast exam? 
n % 
Yes 53 10.4 
No 453 89.0 
Don't know/Not sure 3 0.6 
Total 509 100.0 
 
Of the female respondents, 80.8% (n=405) had never had a clinical breast examination; 
10.4% (n=52) had had one less than two years previously, and 7.8% (n=39) had it done 
between two and five years previously (see Table 4.56). This indicated that not only had 
the majority of the respondents never been clinically checked for breast lumps but also 
that those who had been tested did not do so frequently enough. Clinical breast 
examination, even if it is the only screening test available, detects a substantial proportion 
of breast cancers (Bloomfield & Wilt 2011:4). 
 
Table 4.56 Period since respondents’ clinical breast examination (n=501) 
 
How long since clinical breast examination done? n % 
Less than 12 months ago 30 6.0 
1 year but less than 2 years ago 22 4.4 
2 years but less than 5 years ago 30 6.0 
5 or more years ago 9 1.8 
Don‘t know/Not sure 5 1.0 
Never examined 405 80.8 
Total 501 100.0 
 
4.4.1.13 Cervical cancer screening 
 
Cervical cancer is the most common female cancer in the Sub-Saharan region. Because 
it is often diagnosed at a late stage, it is also the most common cause of female cancer 
death in this region (Morhason-Bello et al 2013:144). The Papanicolaou (PAP) smear test 
detects early cervical precancerous changes and thus enables earlier intervention and 
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prevention of the disease advancing to a late stage cancer (USPSTF 2014:19). Of the 
female respondents, between 26 and 65 years, 92.21% (n=296) had not been asked by 
service providers if they had ever had a PAP test or had not been advised on the 
importance of having the test,  and 4.1% (n=13) had been asked if they had ever  had a 
PAP smear test (see Table 4.57). The finding that the majority of the respondents had 
not been asked about their cervical cancer screening status by service providers shows 
the minimal integration of cervical cancer screening in the routine health care system. 
 
Table 4.57 Respondents asked if they had ever had PAP smear test (n=321) 
 
Asked if had ever had PAP test and advised on importance? n % 
Yes 13 4.1 
No 296 92.2 
Don't know/Not sure 12 3.7 
Total 321 100.0 
 
Screening for cervical cancer, using the PAP smear test, is recommended for women 
between the ages of 21 and 65 years in a  three-yearly interval (USPSTF 2014:19). Of 
the 321 female respondents, between 26 and 65 years, 90.7% (n=291) had never had a 
PAP smear test; 2.8% (n=9) had had the test during the past year, while 4.4% (n=14) had 
had it done between one and five years ago (see Table 4.58). This indicated that 
screening for cervical cancer is not a regular or familiar feature at the health facilities. 
 
Table 4.58 Period since last Pap smear was conducted (n=321) 
 
When was last PAP test done? n % 
Less than 12 months ago 9 2.8 
1 year but less than 2 years ago 9 2.8 
2 years but less than 5 years ago 5 1.6 
Don‘t know/Not sure 7 2.2 
Never tested 291 90.7 
Total 321 100.0 
 
4.4.1.14 Prostate cancer screening 
 
When to start screening for prostate cancer is generally based on individual risk, with age 
40 being a reasonable time to start screening for those at highest risk, especially for 
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people who are genetically predisposed or have a strong family history of prostate cancer 
at a young age (Prostate Cancer Foundation 2016). The 110 male respondents over 40 
years of age were asked if health service providers assessed them on the risk for prostate 
cancer and advised them to be screened. Only 1.8% (n=2) had been asked about and 
were advised on the risk of prostate cancer, which indicated the little weight given to this 
disease prevention (Table 4.59). 
 
Table 4.59 Respondents asked and advised on the risk of prostate cancer (n=110) 
 
Asked and advised on the risk of prostate cancer? n % 
Yes 2 1.8 
No 105 95.5 
Don't know/Not sure 3 2.7 
Total 110 100.0 
 
There is no consensus on the age to start prostate cancer screening and on the benefits 
of prostate screening (Prostate Cancer Foundation 2016). The American Urological 
Association (2017) recommends a routine screening, using PSA, at two-yearly intervals 
for men between 55 and 69 who have participated in shared decision-making and decided 
on screening. In this study, no male respondent over 40 years (n=0) had been advised 
by health professionals to have a prostatic antigen test for prostatic cancer screening 
purposes (see Table 4.60). 
 
Table 4.60 Health professionals recommended respondents to have Prostatic 
Specific Antigen (PSA) test (n=110) 
 
Did a health professional recommend that you should have 
a PSA test? 
n % 
Yes 0 0 
No 102 92.7 
Don't know/Not sure 8 7.3 
Total 110 100.0 
 
4.4.1.15 Colorectal cancer screening 
 
Faecal occult blood test is a test to determine whether the stool contains blood which can 
be an early sign of colorectal cancer (CDC 2013). Of the 157 respondents over the age 
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of 50 years, only 1.3% (n=2) had been advised on the importance of having the faecal 
occult blood test done while 93.6% (n=147) had not been asked and/or advised on the 
importance of this test (see Table 4.61). This could be a serious missed opportunity, given 
that in Ethiopia colorectal cancer is the number one cause of male cancer (WHO 2014f). 
 
Table 4.61 Respondents’ advised on stool occult blood test (n=157) 
 
Advised on importance of having stool blood test? n % 
Yes 2 1.3 
No 147 93.6 
Don't know/Not sure 8 5.1 
Total 157 100.0 
 
Annual screening with high sensitive Faecal Occult Blood Test (FOBT) is recommended 
for adults aged 50-75 (USPSTF 2014:24). Of the 175 eligible respondents, 73.7% (n=129) 
had never been tested; 18.3% (n=32) had been tested in the past two years, and 6.9% 
(n=12) were not sure when the test had been conducted (see Table 4.62). 
 
Table 4.62 Period since respondents’ stool occult blood test conducted (n=175) 
 
How long since last stool blood test? n % 
Less than 12 months ago 5 2.9 
1 year but less than 2 years ago 27 15.4 
2 years but less than 5 years ago 2 1.1 
Don‘t know/Not sure 12 6.9 
Never tested 129 73.7 
Total 175 100.0 
 
Respondents over 50 were asked if they had been advised on the importance of having 
a sigmoidoscopy or colonoscopy. A sigmoidoscopy and colonoscopy are investigations 
in which a tube is inserted in the rectum to view the colon for signs of cancer or other 
health problems (USPSTF 2014:24). Of the 178 respondents, 84.8% (n=151) had not 
been advised on the importance of having a sigmoidoscopy and colonoscopy while 14.6% 
(n=26) did not know or were not sure of the test (see Table 4.63). Currently, most health 
care providers and the systems they work in are not set up to help more people get tested 
for colorectal cancer screening (CDC 2013). 
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Table 4.63 Respondents advised on the importance of having sigmoidoscopy or 
colonoscopy (n=178) 
 
Advised on having sigmoidoscopy and colonoscopy? n % 
Yes 1 0.6 
No 151 84.8 
Don't know/Not sure 26 14.6 
Total 178 100.0 
 
4.4.1.16 Immunisation 
 
Like child immunisation, adult routine immunisation is an important component of 
disease prevention for populations at risk. Adult immunisation includes vaccines against 
hepatitis A, hepatitis B, herpes zoster, human papilloma virus, influenza, measles, 
mumps, rubella, meningococcal, pneumococcal, haemophilus influenza type b, tetanus, 
diphtheria, pertussis and varicella (CDC 2016b). Of the respondents, 88.7% (n=736) had 
not been asked if they had received any type of adult immunisation or were advised on 
the importance of immunisation; 11.2% (n=93) had been asked if they had received adult 
immunisation as prevention against diseases and advised on the importance of the 
vaccines. If health professionals advise on and recommend adult immunisation and the 
health facilities are prepared for service provision, patients at risk can be prevented from 
contracting disease (see Table 4.64). 
 
Table 4.64 Respondents asked if they had received adult immunisation (n=830) 
 
Asked if received adult immunisation? n % 
Yes 93 11.2 
No 736 88.7 
Don't know/Not sure 1 0.1 
Total 830 100.0 
 
The respondents were asked if the health professionals had examined what type of 
vaccine the children in their families had been given and had advised them of the 
importance of vaccinating children to protect against communicable diseases. Of the 
respondents, 94.4% (n=800) had not been asked on the vaccination status of their 
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children, which indicates an individualistic health care approach and a loose integration 
of childhood preventive services in adult health care (see Table 4.65). 
 
Table 4.65 Respondents asked about and advised on children’s vaccination 
(n=830) 
 
Asked about vaccines children had received and advised on 
the importance of vaccination to protect against 
communicable diseases? 
n % 
Yes 29 3.5 
No 800 94.4 
Don't know/Not sure 1 0.1 
Total 830 100.0 
 
4.4.1.17 Adult human papilloma virus vaccine 
 
The CDC (2015d) recommends that all women aged 26 years and younger and all men 
aged 21 years and younger receive three doses of the HPV vaccine. Respondents aged 
18-25 (n=208) were asked if they had been advised or educated by health professionals 
to have a vaccine, called “Cervarix” (for females) or “Gardasil’’ (for males), to prevent the 
human papilloma virus (HPV) infection. Of the respondents, 93.3% (n=194) had not been 
asked if they had had the HPV vaccination and were not advised on its importance; 1.9% 
(n=4) indicated that they had been advised to have the vaccine, and 4.8% (n=10) had 
already had the HPV vaccine shot (see Table 4.66). If the advice and service provision 
on human papilloma virus vaccine by health service providers for the recommended age 
group can be  improved, the exposure to cervical precancerous and invasive cancer  can 
be minimised (WHO 2014d:104). 
 
Table 4.66 Respondents advised on having HPV vaccination (n=208) 
 
Advised on having HPV vaccination? n % 
Yes 4 1.9 
No 194 93.3 
I have already been vaccinated for HPV 10 4.8 
Total 208 100.0 
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4.4.1.18 HIV/AIDS 
 
The respondents were asked if health service providers had asked them about having 
had an HIV test and counselled them for the HIV test. The Ethiopia MOH (2010b:36) 
recommends that all patients attending OPDs should be briefly counselled and 
encouraged to undergo HIV testing. Despite this recommendation, 67.7% (n=566) of the 
respondents had not been asked about their HIV test status nor counselled for HIV 
testing, while 31.6% (n=264) had been asked if they had been counselled and tested for 
HIV (see Table 4.67). The large number of respondents who had not been asked about 
their HIV testing and counselling indicates lost opportunities for HIV infection prevention, 
diagnosis and care (Wendimagegn & Demissie 2010:1).  
 
Table 4.67 Respondents asked about testing and counselled for HIV testing 
(n=836) 
 
Asked about testing and Counselled for HIV test? n % 
Yes 264 31.6 
No 566 67.7 
Don't know/Not sure 6 0.7 
Total 836 100.0 
 
Asked by data collectors if they had ever been tested for HIV (apart from the blood 
donation process), 75.2% (n=629) of the respondents indicated that they had been tested 
for HIV. Of the tested respondents, 56.9% (n=358) had had their HIV test within the past 
year; 23.7% (n=149) had been tested more than two years before (see Table 4.68). Such 
patients’ risks for HIV infection need to be assessed and those who run high risk for HIV 
infection should be tested every 6 to 12 months (Bartlett 2015).  
 
Table 4.68 Period since respondents’ HIV test (n=629) 
 
How long since last HIV test? n % 
<=1 year 358 56.9 
>1 and <=2 years 122 19.4 
>2 and <=3 years 77 12.2 
>3 years 72 11.5 
Total 629 100.0 
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As part of the clinical encounter, health-care providers should routinely obtain sexual 
histories from their patients and address risk reduction for sexually transmitted infections 
(STIs) (Workowski & Bolan 2014:6). Of the respondents, 86.8% (n=724) had not been 
asked or were advised on STI risk behaviour while 12.1% (n=101) had received advice 
from health service providers on STI risk behaviour (see Table 4.69). The low 
performance of taking sexual history and advising on STI risk behaviours by health care 
providers makes STI prevention and control more challenging. 
 
Table 4.69 Respondents asked about and advised on STI and HIV risk reduction 
(n=834) 
 
Asked on risk for STI and HIV and advised on risk 
reduction? 
n % 
Yes 101 12.1 
No 724 86.8 
Don't know/Not sure 9 1.1 
Total 834 100.0 
 
The respondents’ self-risk perception of HIV infection was assessed based on their self-
grading for HIV risk. Of the respondents, 15.4% (n=128) perceived themselves to be at 
medium to high risk for HIV infection; 34.4% (n=286) perceived themselves to be at low 
risk, and 36.4% (n=303) perceived themselves to be at no risk for HIV infection (see Table 
4.70). Although a considerable number of respondents reflected being at risk for HIV 
infection, it should be noted that the risk approach for HIV testing and counselling misses 
many patients who are at risk or infected yet do not perceive themselves to be at high 
risk (Wendimagegn & Demissie 2010:1).  
 
Table 4.70 Respondents’ self-grading of risk for HIV infection (n=832) 
 
How do you grade your risk for HIV infection? n % 
High risk 34 4.1 
Medium risk 94 11.3 
Low risk 286 34.4 
No risk 303 36.4 
Not applicable/No sexual contact 61 7.3 
Don't know/not sure 54 6.5 
Total 832 100.0 
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4.4.1.19 Economic and social determinants of health 
 
Most of the information provided by health care practitioners is forgotten immediately, and 
half of the information that patients remember is actually recalled incorrectly. Therefore, 
providing printed materials after interaction with health care providers can promote long-
term retention of new information (Wizowski, Harper & Hutchings 2014:5). The 
respondents were asked if they had been given any written educational materials, such 
as pamphlets or leaflets, for the purpose of health promotion or disease prevention. Of all 
the respondents, only 1.2% (n=10) had been given written materials in the form of 
pamphlets or leaflets while 98.7% (n=812) had not (see Table 4.71). Prepared written 
materials for patients who need more information on their specific diseases were not 
available and provided in almost all health care facilities.  
 
Table 4.71 Respondents provided with written educational materials (n=823) 
 
Given written pamphlet or leaflet? n % 
Yes 10 1.2 
No 812 98.7 
Don't know/Not sure 1 0.1 
Total 823 100.0 
 
Housing and environmental conditions are among the important factors contributing to 
individuals’ health mainly through exposure to home injuries, chemical substances, noise, 
pests and infestations, poor access to water and sanitation, proximity to pollution sources, 
or flooding, and inadequate protection from extreme weather (WHO 2010b:3). Regarding 
health service providers enquiring about their housing and environmental conditions 
affecting their health, 96.3% (n=794) of the respondents had not been asked or were 
advised on the importance of their housing and environmental conditions to their health, 
while 2.67% (n=22) had been asked and advised (see Table 4.72). This shows that health 
care providers’ main focus was on alleviating patients’ presenting illness and overlooking 
the important social determinants of health such as housing, clean water, sanitation, 
waste disposal and access to infrastructure (WHO 2011e:10).   
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Table 4.72 Respondents asked about their housing and environmental 
conditions (n=824) 
 
Asked about housing and environmental conditions?  n % 
Yes 22 2.67 
No 794 96.3 
Don't know/Not sure 8 0.97 
Total 824 100.0 
 
The number of rooms used for sleeping in relation to the number of household members 
is commonly used as an indicator to assess the extent of crowding (Blake, Kellerson & 
Simie 2007:6). The respondents were asked the number of rooms in the house they were 
living in. Of the 829 respondents, 59.6% (n=494) lived in houses with one or two rooms; 
26.2% (n=217) lived in houses with three rooms, and 5.2% (n=33) lived in houses with 
five or more rooms (see Table 4.73). This finding of overcrowding as a health problem is 
also in line with the 2012 Ethiopian demographic and health survey (Ethiopia Central 
Statistics Agency 2012:18) that stated 70% of Ethiopian households used one room for 
sleeping for all inhabitants.  
 
Table 4.73 Number of rooms in respondents’ houses (n=829) 
 
 
Housing space is a core component of quality of life, impacting on the spread of diseases 
and on mental health; overcrowding as the result of shortage of rooms is strongly 
associated with health inequities (WHO 2011e:8). The number of respondents’ family 
members (including the respondents) living in a single room was further investigated. Of 
the respondents living in a one-roomed house, 46.5% (n=118) had one or two family 
members; 31% (n=79) had three family members, and 22.4% (n=57) had more than five 
Number of rooms in the house   n % 
1 room 254 30.6 
2 rooms 240 29.0 
3 rooms 217 26.2 
4 rooms 75 9.0 
5 rooms 11 1.3 
>=6 rooms 32 3.9 
Total 829 100.0 
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people living in a one-roomed house (see Figure 4.8). This indicates a large proportion of 
respondents’ health was at risk as a result of overcrowding.  
 
 
Figure 4.8   Respondents’ number of people living in one-roomed houses (n=254) 
 
4.4.1.20 Use of seat belt 
 
Road traffic accidents are a huge public health and development problem in Ethiopia 
(Persson 2008:1). Using seat belts reduces serious injuries and deaths in vehicular 
accidents by about 50% (CDC 2016c). The respondents’ use of seat belt whenever they 
drove or rode in a car was assessed in this study. Of the respondents, only 5.1% (n=42) 
always used seat belts while 76.5% (n=633) never used this safety device whenever they 
drove or rode in a car (see Table 4:74). This indicates poor community practice of using 
seat belts to prevent fatal injury and death and should form part of health education where 
such trauma is treated at health facilities. 
 
Table 4.74 Respondents’ use of seat belts when driving or riding in a car (n=827)  
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How often do you use seat belts when driving or riding in a 
car? 
n % 
Always 42 5.1 
Seldom 100 12.1 
Never 633 76.5 
Don't know 52 6.3 
Total 827 100.0 
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4.4.1.21 General health-related factors 
 
Housing insecurity affects people’s health. Individuals who have no housing security are 
more likely to delay visiting doctors and have more days of poor physical or mental health, 
which limits their daily activities (Stahre, Van Eenwyk, Siegel & Njai 2015:1-8). The 
respondents were probed about how often they had been worried during the last 12 
months over not having enough money for house rent or mortgage as a general issue 
that affects their health. Of the respondents, 40.3% (n=337) never worried about having 
enough money for rent or mortgage; 25.7% (n=215) rarely worried about not having 
enough money to pay for rent or mortgage, 13.8% (n=115) either usually or always 
worried about it (see Table 4.75). This highlights the need for health professionals to 
assess if social factors such as housing insecurity is the patients’ cause of ill health and 
properly address their psychological health needs. 
 
Table 4.75 Respondents’ concern about not having enough money for 
rent/mortgage (n=836) 
 
Worried about not having enough money for house 
rent/mortgage? 
n % 
Always 56 6.7 
Usually 59 7.1 
Sometimes 121 14.5 
Rarely 94 11.2 
Never 337 40.3 
Not applicable 166 19.9 
Don't know or Not sure 3 0.4 
Total 836 100.0 
 
The study likewise assessed whether the respondents worried about not having enough 
money for food. Food insecurity is linked to several mental and physical health problems, 
including cardiovascular risk factors; hypertension, hyperlipidaemia and diabetes 
(Seligman, Laraia & Kushel 2010:304). Of the respondents, 54.5% (n=456) either never 
worried or were not concerned about having money for food; 15.1% (n=126) usually, if 
not always, worried about not having sufficient money for food, and 29.7% (n=248) rarely 
worried (see Table 4.76). Understanding the level of patients’ food insecurity as a cause 
of ill health is essential to prevent diseases related to nutrition and should link patients to 
psycho-social support systems. 
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Table 4.76 Respondents’ worried about not having enough money for food 
(n=836) 
 
Worried about not having enough money for food? n % 
Always 57 6.8 
Usually 69 8.3 
Sometimes 125 15.0 
Rarely 123 14.7 
Never 353 42.2 
Not applicable 103 12.3 
Don't know/Not Sure 6 0.7 
Total 836 100.0 
 
 
Life satisfaction impacts significantly on individuals’ well-being and health choices (Dolan, 
Kavetsos & Tsuchiya 2013:712). Of the respondents, 65.9% (n=548) were satisfied with 
their way of life; 8.5% (n=71) were very satisfied, while 24.9% (n=207) were either 
dissatisfied or very dissatisfied with their way of life (see Table 4.77). The reasons for so 
many respondents being dissatisfied with their way of life require psychological 
assessment and support by health service providers to prevent it affecting their health.    
 
Table 4.77 Respondents’ level of satisfaction with their way of life (n=832) 
 
Are you satisfied with your way of life? n % 
Very satisfied 71 8.5 
Satisfied 548 65.9 
Dissatisfied 138 16.6 
Very dissatisfied 69 8.3 
Don't know/not sure 6 0.7 
Total 832 100.0 
 
A better understanding of the patients’ perspective of emotional support would enable 
health care providers to undertake actions that could potentially improve patient 
satisfaction and, in turn, the overall quality of patient care (Adamson, Bains, Pantea, 
Tyrwhitt, Tolomiczenko & Mitchell 2012:63). Although many respondents expressed 
worry about not having enough money for food and house rent, and being dissatisfied 
with their way of life, the majority (98.1%; n=814) had never been asked about and 
counselled on their need for emotional support (see Table 4.78). This underlines the need 
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to view patients holistically and emphasise emotional support in patient care in order to 
provide quality health care that contributes to patients’ quality of life.  
 
Table 4.78 Respondents asked about need for emotional support (n=830) 
 
Asked about need for emotional support? n % 
Yes 12 1.4 
No 814 98.1 
Don't know/Not sure 4 0.5 
Total 830 100.0 
 
4.4.2 Inferential statistics  
 
Spearman’s rho is a popular bivariate correlational technique appropriate for situations in 
which both variables are quantitative in nature and each of the two variables is measured 
in such a way as to produce ranks. This correlational technique is also often referred to 
as rank–order correlation (Schuyler 2012:57). Health promotion, disease prevention and 
integrated service provision were all ranked as ‘not provided’, ‘sub-optimal’ and ‘optimally 
provided’ based on the service provided to the respondents. In order to assess the 
relationship of these variables with the biographical, health facility type and patient-
related characteristics, the researcher applied the Spearman’s rho technique to compute 
the correlation. When one or more of the variables are measured on an ordinal (ranking) 
scale, the appropriate correlation coefficient is Spearman’s rank-order correlation 
coefficient (Sherri 2009:115). The strength of correlation, measured as a correlation 
coefficient, and symbolised as rs, is indicated as such in the tables and text descriptions. 
 
4.4.2.1 Correlation between health promotion and respondents’ biographical, 
health facility type and patient-related characteristics 
 
Table 4.79 indicates there was a significant but low positive correlation between 
receiving promotive health care service and respondents who previously received routine 
check-up (rs=.198; p<0.01), respondents who were provided with pamphlets or leaflets 
(rs=.149; p<0.01), respondents’ satisfaction with their way of life (rs= .121; p<0.01), 
monthly income (rs=.110; p<0.01), and health facility type (health centre vs hospital) 
(rs=.091; p<0.01). Thus, it can be said, that promotive health care services increased if 
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respondents had had previous routine health check-ups, increased at health facilities 
where respondents were provided with pamphlets or leaflets, increased if respondents 
were satisfied with their way of life, increased as monthly income increased and were 
provided more at hospitals than health centres. Health facilities can work on factors 
positively associated with receiving health promotion services to improve the quality of 
patient care.  Respondents who had periodic health check-ups tended to receive more 
promotive health care during their other visits to health facilities, which indicated an added 
value of having periodic health check-ups. Health facilities’ readiness in terms of written 
health promotive materials improved the integration of promotive health care to the 
routine health care. Respondents who self-reported on being satisfied with their way of 
life received more health promotive service thus indicating the role of their psycho-social 
condition in receiving health promotion service at health facilities. Selected health 
promotion service can be linked to the existing government guidelines on free service and 
insurance system to avoid the barrier related to income in receiving promotive health care.  
Health centres can start providing health promotion services as hospitals do, since most 
of the promotive services do not require additional equipment.  
 
There was also a significant but low negative correlation between receiving promotive 
health care and being worried about not having enough money for rent or mortgage (rs=-
0.310; p<0.01), worried about not having enough money for food (rs= -0.282; p<0.01), 
and reason for visit (rs= -.136; p<0.01), health care bill payment (rs=.-.097; p<0.05), which 
means that respondents who reported being worried over not having enough money for 
rent or mortgage or for food tended to receive lesser promotive health care services, 
respondents who paid the health care bill received less promotive heath care than those 
who had insurance coverage or received free services, respondents who visited with 
chronic problems received less promotive health care than those who sought treatment 
for acute diseases. This could resulted when patients don’t have financial security for the 
health care they need, they tend not to seek the service and chronic patients are being 
provided with curative focused services overlooking their need of promotive aspects. 
These correlations point to the importance of health professionals investigating the social 
determinants of patients’ health, such as stress factors related to housing and food, and 
aligning the provision of health promotion services at health facilities. Patients who pay 
for treatment of specific illnesses need to be provided with the health promotion services 
as those who receive treatment through insurance or get free services. In addition, health 
 
 
 
133 
professionals’ focus on health promotion for patients seeking treatment for chronic 
illnesses needs to be improved when compared to acute patients. 
 
Table 4.79 Correlation between health promotion and respondents’ biographical, 
health facility type and patient-related characteristics (n=836) 
 
Routine check-up 
Correlation Coefficient .198** 
Sig. (2-tailed) .000 
N 606 
Satisfaction with way of life 
Correlation Coefficient .172** 
Sig. (2-tailed) .000 
N 606 
Given written pamphlet or leaflet 
Correlation Coefficient .149** 
Sig. (2-tailed) .000 
N 606 
Monthly income 
Correlation Coefficient .110** 
Sig. (2-tailed) .006 
N 606 
Health facility type (health centre vs 
hospital) 
Correlation Coefficient .091** 
Sig. (2-tailed) .000 
N 606 
Worried about not having enough money for 
rent or mortgage 
Correlation Coefficient -.310** 
Sig. (2-tailed) .000 
N 606 
Worried about not having enough money for 
food 
Correlation Coefficient -.282** 
Sig. (2-tailed) .000 
N 606 
Reason for visit (acute vs chronic disease) 
Correlation Coefficient -.136** 
Sig. (2-tailed) .003 
N 606 
Health care bill coverage 
Correlation Coefficient -.097* 
Sig. (2-tailed) .017 
N 606 
*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
 
4.4.2.2 Correlation between disease prevention and respondents’ biographical, 
health facility type and patient-related characteristics 
 
There was a significant but low positive correlation between receiving preventive health 
care service and health facility type (health centre vs hospital) (rs=.239; p<0.01), 
respondents who previously received routine check-up (rs=.208; p<0.01), respondents’ 
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age (rs=.170; p<0.01), outpatient and inpatient services (rs=.116; p<0.01), satisfaction 
with their way of life (rs=.116; p<0.01), respondents’ reason for visit (acute vs chronic) 
(rs=.114; p<0.01) and health care bill coverage (pay vs covered through insurance or 
free) (rs=.077; p<0.05) (see Table 4.80). 
 
Therefore, for preventive health care it can be concluded that respondents received more 
preventive health care at hospitals than health centres, respondents who were 
discharged from inpatient service got more preventive health care service than the 
outpatients, as their age increased respondents received more preventive health care 
from the health facilities (both hospitals and health centres), respondents who paid 
received less preventive health care than respondents who had insurance or free service, 
chronic respondents received more preventive services than acute respondents, 
respondents who had routine periodic check-ups received more preventive services 
during their health care visits, possibly because they were viewed and consulted at the 
health care facility. Respondents who self-reported being satisfied with their life tended 
to receive more preventive services at health facilities, which supported Dolan, Kavetsos 
and Tsuchiya’s (2013:712) finding that higher life satisfaction is associated with higher 
use of several preventive services.   
 
All factors positively associated with the provision of preventive health care can be dealt 
with by the health centres and hospitals. The health centres can improve the provision of 
preventive health care by integrating curative health care and by availing preventive 
health care linking with insurance system or as part of the waived or free service package. 
The finding highlighted that the preventive health care service in OPDs needs 
improvement and tapering in such a way that patients of all age groups benefit from 
preventive health care. Having routine periodic health check-ups is important to receive 
further preventive health care services while patients visit health facilities for other 
reasons. Lastly, assessing patients’ psycho-social aspects can help in addressing the 
preventive health care needs of patients who are not satisfied with their way of life. 
 
There was a significant but low negative correlation between receiving  preventive 
health care services and being worried  about not having enough money for food (rs= -
0.102; p<0.01), or  to pay the rent or mortgage (rs=-0.167; p<0.01). This indicated that as 
respondents were stressed about not having enough money for food and shelter, they 
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tended to receive less preventive health care services. This could be because they felt 
they did not have money for preventive health care as well. Availing preventive health 
care through health insurance or as waived free services can help patients with such 
concerns.  
 
Table 4.80 Correlation between disease prevention and respondents’ 
biographical, health facility type and patient-related characteristics 
(n=836) 
 
Health facility type(health 
centre vs hospital) 
Correlation Coefficient .239** 
Sig. (2-tailed) .000 
N 606 
Routine check-up 
Correlation Coefficient .208** 
Sig. (2-tailed) .000 
N 606 
Age 
Correlation Coefficient .170** 
Sig. (2-tailed) .000 
N 606 
Outpatient or Inpatient 
Correlation Coefficient .116** 
Sig. (2-tailed) .004 
N 606 
Satisfaction in way of life 
Correlation Coefficient .116** 
Sig. (2-tailed) .004 
N 606 
Reason for visit 
Correlation Coefficient .114** 
Sig. (2-tailed) .003 
N 664 
Health care bill coverage 
Correlation Coefficient .077* 
Sig. (2-tailed) .031 
N 606 
Worried about not having 
enough money for rent or 
mortgage 
Correlation Coefficient -.167** 
Sig. (2-tailed) .000 
N 606 
Worried about  not having 
enough money for food 
Correlation Coefficient -.102* 
Sig. (2-tailed) .012 
N 606 
 
*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
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4.4.2.3 Correlation between integrated health care provision and respondents’ 
biographical, health facility type and patient-related characteristics 
 
As indicated in Table 4.81, there was a significant but low positive correlation between 
receiving integrated health care service and health facility type (health centre vs hospital) 
(rs=.293; p<0.01), respondents who previously received routine check-ups (rs=.256; 
p<0.01), respondents’ satisfaction with  their way of life (rs=.204;p<0.01), patients’ BMI 
(rs=.158; p<0.01), respondents’ age (rs=.157; p<0.01), respondents who were provided 
with pamphlets or leaflets (rs=.122; p<0.01), outpatient and inpatient services (rs=.117; 
p<0.01) and health bill coverage (rs=.080; p<0.05). Thus, it can be concluded that more 
integrated health care services were provided at hospitals than health centres, to 
respondents who had routine check-ups than to those who had not, to respondents who 
were satisfied with their way of life than those who were not and to respondents who had 
increased BMI. The health facilities’ provision of integrated health care also increased as 
respondents’ age increased, for respondents to whom written materials were provided, at 
inpatient than outpatient departments, and for respondents who had insurance health 
coverage or received free service than respondents who paid. 
 
In the same way that the provision of integrated services depends on the provision of 
health promotion and disease prevention services, the actions to improve the provision 
of integrated services are linked to those required to improve the health promotion and 
disease prevention services. Therefore, it is feasible to address the factors associated 
with the provision of integrated services by tackling the factors associated with the 
provision of health promotion and disease prevention health care services. Actions that 
target the study findings on delivering an integrated health care service at health facilities 
can improve the service. For example, integrated health care service was not provided to 
all age groups, including young patients; health centres and hospitals did not provide 
structured integrated health care services to all their patients both at outpatient and 
inpatient departments, and not all patients, irrespective of their bill payment coverage, 
were able to get access to the service. The finding also highlights the importance of 
encouraging periodic health check-ups and assessing patients’ BMI routinely; providing 
written materials prepared for patients’ specific demands, and assessing patients’ 
psycho-social factors affecting their satisfaction with life and their health. 
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There was also a significant but low negative correlation between receiving integrated 
health care services and being worried about not having enough money for rent or 
mortgage (rs=-0.248; p<0.01), or for food (rs= -0.221; p<0.01). Similar to the association 
discussed in health promotion and disease prevention section, as patients get stressed 
in not having enough money for rent, mortgage or food, they tend to receive less 
integrated health care service from the health facilities. Therefore, the provision of an 
integrated health care service requires health professionals to investigate and support 
patients’ concerns on psycho-social components of health determinants including 
patients’ level of concern on not having enough housing and food. For patients to whom 
a financial barrier is a factor preventing them from receiving an integrated health care 
service, can be connected with the health insurance and waived health care services. 
 
Table 4.81 Correlation between integrated health care provision and 
respondents’ biographical, health facility and patient-related 
characteristics (n=836) 
 
Health facility type 
Correlation 
Coefficient 
.293** 
Sig. (2-tailed) .000 
N 836 
Routine check-ups 
Correlation 
Coefficient 
.256** 
Sig. (2-tailed) .000 
N 836 
Satisfaction  in way of life 
Correlation 
Coefficient 
.204** 
Sig. (2-tailed) .001 
N 832 
Patient BMI 
Correlation 
Coefficient 
.158** 
Sig. (2-tailed) .004 
N 331 
Age 
Correlation 
Coefficient 
.157** 
Sig. (2-tailed) .000 
N 836 
Given written pamphlets or leaflets 
Correlation 
Coefficient 
.122** 
Sig. (2-tailed) .001 
N 823 
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Outpatient or Inpatient 
Correlation 
Coefficient 
.117** 
Sig. (2-tailed) .001 
N 836 
Health bill coverage 
Correlation 
Coefficient 
.080* 
Sig. (2-tailed) 0.026 
N 778 
Worried about not having enough money for rent or 
mortgage 
Correlation 
Coefficient 
-0.248 
Sig. (2-tailed) .000 
N 253 
Worried about not having enough money for food 
Correlation 
Coefficient 
-0.221* 
Sig. (2-tailed) .000 
N 253 
*Correlation is significant at the 0.05 level (2-tailed). 
**Correlation is significant at the 0.01 level (2-tailed). 
 
This concludes the discussion of the patient respondents’ responses. The findings of the 
health service managers’ responses will now be discussed. 
 
4.4.3 Health service managers’ responses 
 
This section deals with the responses from the health service managers or their official 
delegates in charge of the 22 health facilities. The health service managers’ biographical 
information is presented in the first part followed by an assessment of the health facilities’ 
chronic disease prevalence and their contribution as the cause of death. This  is followed 
by the findings  pertaining to the health facilities’ level of health promotion and disease 
prevention service provision; the health service managers’ responses on hospital and 
health centre staffing,  medication and equipment  availability that enables health care 
provision for common chronic diseases, such as hypertension, raised blood cholesterol, 
coronary heart diseases, chronic lung disease, chronic liver disease, diabetes, cancer, 
diseases related to cigarette smoking, alcohol abuse, nutritional problems, physical 
inactivity and immunisation services. 
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4.4.3.1 Biographical information 
 
Of the health service managers, 59.1% (n=13) were males and 40.9% (n=9) were females 
(see Figure 4.9). This is typical of managerial positions in African health facilities which 
are predominantly occupied by males. According to the Africa Health Workforce 
Observatory (AHWO) (2010:24), high level health workers are predominantly males with 
females accounting only for 17.6% of physicians and 17.8% of specialists.  
 
 
Figure 4.9   Health service managers’ gender (n=22) 
 
Of the health service manager respondents, 77.3% (n=17) were under the age of 40; 
13.6% (n=3) were aged 40-49, and 9.1% (n=2) were over 50 years of age (see Table 
4.82). Most of health service management is performed by a relatively younger 
generation, which concurs with the AHWO’s (2010:21) finding that 79.2% of the Ethiopian 
health taskforce was under 40 years of age. 
 
Table 4.82 Health service manager respondents’ age (n=22) 
 
Age n % 
20-29 years 9 40.9 
30-39 years 8 36.4 
40-49 years 3 13.6 
50-59 years 2 9.1 
Total 22 100.0 
 
Male
n=13;59%
Female
n=9;41%
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Of the respondents, 81.8% (n=18) had 1-5 years’ managerial experience; 9.1% (n=2) had 
6-10 years’ experience, and 9.1% (n=2) had more than 10 years’ experience, which 
indicated that most had limited years of managerial experience (see Table 4.83). The 
Ethiopian health workforce is predominantly young and up to 50% of the health workers 
have a median of 5 years’ work experience (AHWO 2010:29). 
 
Table 4.83 Health service manager respondents’ work experience (n=22) 
 
Work experience as manager n % 
1-5 years 18 81.8 
6-10 years 2 9.1 
More than 10 years 2 9.1 
Total 22 100.0 
 
Regarding their highest educational qualification, 81.8% (n=18) were diploma or degree 
qualified. Of the respondent, 18.2% (n=4) were medical doctors, of which 13.6% (n=3) 
had an additional clinical specialisation. None of the respondents held a master’s degree, 
which indicated that the managers were mainly trained in patient care (see Table 4.84). 
 
Table 4.84 Health service managers’ highest qualification (n=22) 
 
Highest qualification n % 
Diploma  (2 years training or 4 years upgraded) 3 13.6 
Degree (4 years training) 15 68.2 
Medical Doctor (5-7 years training) 1 4.6 
Medical Specialisation (MD+2-4 years training) 3 13.6 
Total 22 100.0 
 
Of the respondents, 36.0% (n=8) were medical directors followed by department heads 
(n=6; 27.3%). Of the respondents, 27.3% (n=5) were categorised as “other” which 
represented the delegates of medical directors and health facility managers (see Table 
4.85). 
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Table 4.85 Health service managers’ position (n=22) 
 
Participant position n % 
Medical director 8 36.4 
Health facility manager 1 4.5 
Department head (in-patient or out-patient) 6 27.3 
Matron (head nurse) 2 9.1 
Other 5 22.7 
Total 22 100.0 
 
4.4.3.2 Health facilities’ service provision 
 
This section includes the health facilities’ chronic disease prevalence and level of being 
the cause of mortality as well as the degree to which preventive and promotive health 
care services are provided and integrated in curative health care. 
 
4.4.3.2.1 Prevalence of chronic diseases 
 
The respondents were asked to select the most prevalent chronic diseases treated at 
their institution during 2012 from the list. The chronic diseases treated at the facilities 
were as follows: hypertension (81.8%; n=18); diabetes mellitus (31.8%; n=7); HIV/AIDS 
(31.8%; n=7); TB (9.1%; n=2), and cardiovascular diseases (9.1%; n=2). This indicates 
that hypertension, diabetes and HIV/AIDS were the most common prevalent chronic 
diseases for which the health facilities provided treatment (see Figure 4.10). 
 
 
Keys: HPN-Hypertension, DM-Diabetes, CVD-Cardio Vascular Diseases, TB-Tuberculosis 
Figure 4.10 Most prevalent chronic diseases treated at the health facilities   
 (n=22) 
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4.4.3.2.2 Most common causes of death 
 
The respondents were asked to indicate the most common causes of death at their health 
facilities. The most common causes of death at the facilities were as follows: HIV/AIDS 
(31.8%; n=7); hypertension (18.2%; n=4), and cardiovascular diseases and TB (9.1%; 
n=2). This indicated that almost all types of non-communicable chronic diseases have 
become an important cause of mortality at the health facilities (see Figure 4.11). 
 
Keys: HPN-Hypertension, DM-Diabetes, CVD-Cardiovascular diseases, TB-Tuberculosis 
Figure 4.11   Health facilities’ most common causes of death (n=22) 
 
4.4.3.2.3 Manner in which patients are charged for curative health care services 
 
Of the respondents, 59.1% (n=13) stated that most of their patients paid, only some 
patients were given free-of-charge services; 36% (n=8) stated that patients received 
curative health care services free of charge or some patients paid for the type of service 
provided, and 4.5% (n=1) stated that all patients paid for curative services provided (see 
Table 4.86). This indicates that the health facilities’ curative health care is strongly 
supported by the free or subsidised government health care policy. The variation among 
the payment modalities among the health facilities is because although there is always a 
cost for health services, out-of-pocket (OOP) payments at the time of service delivery 
may not be required. Moreover, some disease categories, population groups, and 
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programme entities get the privilege of exemption (Alebachew, Hatt, Kukla & 
Nakhimovsky 2014:6). 
 
Table 4.86 Health facilities’ service charge for curative health care (n=22) 
 
How patients are charged for curative services n % 
All patients pay for service provided 1 4.5 
Some patients pay but most patients are treated free of charge 8 36.4 
Most patients pay but some are treated free of charge 13 59.1 
Total 22 100.0 
 
4.4.3.3 Preventive services  
 
Of the health facilities, 59.1% (n=13) provided a preventive health service by integrating 
it in the curative health care, while 36.4% (n=8) provided preventive health care services 
as a separate unit (see Table 4.87). Accordingly, although most of the health facilities 
provided preventive services integrated in curative services, some preferred to provide 
preventive care as a separate entity. One manager stated that preventive health care is 
provided as a separate unit as well as through integration with curative health care. The 
health facilities chose the convenient approach that fitted their context. 
 
Table 4.87 Mode of preventive health care service provision (n=22)  
 
Preventive service is provided as n % 
A separate preventive health centre unit 8 36.4 
Integrated with curative services 13 59.1 
A separate unit as well as integrated with curative health care 1 4.5 
Total 22 100.0 
 
Note: To keep the chronological order of the presentation, questions 11 to 17 are discussed under 
health promotion. 
 
4.4.3.3.1 Periodic physical health examination 
 
The respondents were asked if their facilities provided periodic physical health 
examinations for patients who attended their health facilities. A periodic health 
examination is a general physical examination of a patient as a preventive measure at a 
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regular specific period of time (e.g., every 1-2 years) (Bloomfield & Wilt 2011:6). This 
examination is not related to a specific injury, illness, or condition.  Of the health facilities, 
63% (n=14) did not provide periodic physical health examinations while 36% (n=8) did 
provide such a service (see Table 4.88).  
 
The managers of the health facilities that did not provide periodic health examinations 
gave the following reasons: low patient awareness of the importance of periodic health 
check-ups; busy outpatient services that make it difficult to conduct such preventive 
services, and low initiation by patients to pay for preventive health care services. The 
health service  managers also pointed the following reasons: health staff did not have 
guidance on the importance of conducting the periodic physical examination: health staff 
focused more on emergency and curative than preventive health care health care; 
shortage of instruments, and health facilities did not have experience of providing periodic 
physical examinations. 
 
Table 4.88 Provision of periodic physical health examination (n=22) 
 
Periodic physical health examination n % 
Yes 8 36.4 
No 14 63.6 
Total 22 100.0 
 
4.4.3.3.2 Case finding 
 
Case finding refers to testing patients for conditions other than the one for which they 
sought medical care (Institute for Clinical Systems Improvement [ICSI] 2011b:11). Of the 
health facilities, 50% (n=11) provided case finding preventive services while 50% (n=11) 
did not (see Table 4.89). The health service managers’ main reasons for not providing 
case finding preventive services were fear of patients’ willingness to accept the test; high 
patient flow; lack of laboratory supplies and instruments to conduct the tests, service 
providers’ lack of  awareness  of the case finding approach, and their focus on patients’ 
complaints only. 
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Table 4.89 Provision of case finding preventive services (n=22) 
 
Provide case finding preventive services n % 
Yes 11 50.0 
No 11 50.0 
Total 22 100.0 
 
4.4.3.3.3 Charging for preventive health care services 
 
The respondents were asked how clients are charged for preventive health services 
received. Of the health facilities, 36.3% (n=8) provided preventive services to patients 
free of charge. In 27.3% (n=6) of the health facilities, some patients paid but most were 
treated free of charge; in 18.2% (n=4) all patients paid for preventive services, and in 
another 18.2% (n=4) most paid, but some were free of charge (see Table 4.90).  
According to Eskinder and Ali  (2014:37), the high out-of-pocket payment for preventive 
health care services in Ethiopia highlights the need for including the fee for selected 
preventive health care services in the health care insurance (community-based health 
insurance and social insurance) scheme, which has already  been initiated in health care 
finance reforms in Ethiopia.  
 
Table 4.90 Charging for preventive health care (n=22) 
 
How preventive service is charged n % 
All patients free of charge 8 36.3 
Some patients pay but most free of charge 6 27.3 
All patients pay 4 18.2 
Most patients pay but some free of charge 4 18.2 
Total 22 100.0 
 
4.4.3.4 Health promotive services 
 
The manager respondents were asked if they provided health promotion services to all 
patients. Of the respondents, 90.9% (n=20) stated that they provided health promotion 
services to their patients attending the facilities using different approaches, while 9.1% 
(n=2) did not provide health promotion services (see Table 4.91). The two health facilities 
that did not provide health promotion services illustrates the emphasis placed on curative 
services only. 
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Table 4.91 Health facilities that provide health promotion services to patients 
(n=22) 
 
Provision of health promotion services  n % 
Yes 20 90.9 
No 2 9.1 
Total 22 100.0 
 
4.4.3.4.1 Methods of providing promotive health education 
The health facilities that provided promotive health services used different methods to 
convey health education messages to their patients, namely morning mass health 
education (100%; n=20); posters (55%; n=11); leaflets and pamphlets (50%; n=10); one-
to-one counselling (45%; n=9), and recorded audio/video (audio-visual) materials (20; 
n=4) to provide promotive health education (see Figure 4.12). This indicates that more 
purposeful and effective use can be made of the available promotive health education 
materials. 
 
 
Figure 4.12   Approaches to health promotion education (n=20) 
 
4.4.3.4.2 Health promotion topics 
 
This section examined the availability of pamphlets, leaflets, or any other written materials 
on specific health promotion topics provided to patients as they left the hospital or the 
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health centre. Written material was available as follows: TB (68.2%; n=15); HIV/AIDS 
(59.1%; n=13), and cancer (10.0%; n=2). With regard to chronic diseases, written material 
was available as follows: diabetes (n=9; 45.0%); hypertension (n=6; 30.0%); CVD (n=5; 
25.5%), and stroke (n=3; 15.0%). Less written material was available on predisposing 
factors for chronic diseases: nutrition (45.5%; n=8); cigarette smoking (35.0%; n=7); 
exercise (30.0%; n=6), and alcohol intake (25.5%; n=5) (see Figure 4.13). These results 
show that less emphasis is placed on health education that could enhance a healthy 
lifestyle which is important particularly for the prevention of chronic diseases. 
 
 
 
Figure 4.13   Availability of written health promotional materials  
at the health facilities (n=22) 
 
The respondents were asked if the health promotion service of their health facilities was 
integrated with other health services. Of the respondents, 81.8% (n=18) confirmed that 
this was the case (see Table 4.92). However, in describing how it was integrated, it 
appeared to be more focused on vertical programmes such as TB, HIV/AIDS, FP, ANC, 
and EPI, which were mainly supported by the NGOs. Of the respondents, 9.1% (n=2) 
indicated that health promotion services were provided to all patients, but more 
specifically for their presenting illness. This highlights the influence of vertical 
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programmes on routine health promotion services which need to be improved through 
the integration of health promotion services tapered to individual patients’ needs. 
 
Table 4.92 Health facilities that integrate health promotion with other health care 
services (n=22) 
 
Health promotion integrated with other health services n % 
Yes 18 81.8 
No 4 18.2 
Total 22 100.0 
 
4.4.3.5 Charging for promotive health services 
 
Of the health facilities, 95% (n=19) provided the health promotion services free of charge 
while 5% (n=1) charged some patients for health promotion services (see Table 4.93). 
Health promotive services are usually not chargeable as less focus is given to intervention 
and most health promotion materials are produced by NGOs and the Ministry of Health 
which are then provided to the health facilities for distribution. 
 
Table 4.93 Health facility charges for provision of health promotion services 
(n=20) 
 
How promotive service is charged n % 
All patients get free of charge 19 95.0 
Some patients pay but most free of charge 1 5.0 
Total 20 100.0 
 
 
4.4.3.6 Hospital/health centre equipment and staffing readiness 
 
This section presents the findings  pertaining to the availability of equipment, staffing and 
medication  in hospitals and health centres for the  adequate delivery of health care 
related to hypertension, raised cholesterol level, coronary heart diseases, chronic lung 
diseases, cerebrovascular incidents, chronic liver diseases, diabetes, cancer, addiction 
to cigarette smoking, alcohol abuse, nutritional problems, lack of physical exercise and 
immunisation services. 
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4.4.3.6.1 Equipment and staffing for hypertension care 
 
Of the health facilities, 86.4% (n=19) had adequate blood pressure apparatus in each 
examination room; 13.6% (n=3) did not have the equipment to take blood pressure in 
some of their examination rooms; 100% (n=22) had sufficient skilled staff who could take 
blood pressure, and 90.9% (n=20) had adequate anti-hypertensive drugs to treat their 
patients (see Figure 4.14).  These results support the health facilities’ readiness to 
monitor and treat hypertension in terms of sufficient equipment, staffing and medication. 
 
 
Figure 4.14   Health facilities’ readiness for monitoring and  
treating hypertension (n=22) 
 
4.4.3.6.2 Equipment and staffing for raised blood cholesterol  
 
The health facilities’ readiness in terms of availability of equipment, skilled staff, drugs, 
and health promotion materials for patients with raised blood cholesterol was examined. 
Of the health facilities, 68% (n=15) did not have the equipment to measure blood 
cholesterol levels, sufficient medical doctors who could diagnose and treat raised blood 
cholesterol, or the essential medication to decrease raised cholesterol levels. Moreover, 
although 77.3% (n=17) had staff who could provide health education on raised blood 
cholesterol level, 81.8% (n=18) did not have enough health education or promotion 
resource materials for their patients. This indicates that the facilities’ readiness for patient 
care with raised cholesterol level is highly compromised (see Table 4.94). 
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Table 4.94 Health facilities’ readiness for raised blood cholesterol care (n=22) 
 
Care for raised blood cholesterol 
Yes No Total 
n % n % n % 
Equipment to measure blood cholesterol 
levels 
7 31.8 15 68.2 22 100 
Medical doctors who can diagnose and treat 
raised blood cholesterol 
7 31.8 15 68.2 22 100 
Staff who provide health education on 
raised blood cholesterol level 
17 77.3 5 22.7 22 100 
Enough health education/promotion 
resources on raised cholesterol levels 
4 18.2 18 81.8 22 100 
Adequate medication to decrease raised 
cholesterol level 
7 31.8 15 68.2 22 100 
 
4.4.3.6.3 Equipment and staffing for coronary heart disease care 
 
The health facilities’ readiness for preventing and treating coronary heart disease was 
investigated. Of the facilities, 100% (n=22) did not have the necessary equipment to 
diagnose coronary heart disease, except 13.6% (n=3) who had EKG equipment. Although 
63.65% (n=14) had staff who could provide health education on how to prevent coronary 
heart disease, only 22.7% (n=5) had doctors or interns who could diagnose and treat 
cardiac-related conditions. Of the facilities, only 31.8% (n=7) had the relevant medication 
to treat cardiovascular diseases. This illustrates the difficulties health facilities experience 
in providing comprehensive coronary heart disease care to their patients (see Table 4.95). 
 
Table 4.95 Health facilities’ service readiness for coronary heart disease care 
(n=22) 
 
Care for coronary heart disease Yes No Total 
Equipment to diagnose coronary heart 
disease 
n % n % n % 
 EKG available 3 13.6 19 86.4 22 100 
 Echocardiograph available 0 0.0 22 100.0 22 100 
 Angiograph available 0 0.0 22 100.0 22 100 
Doctors and internists who can diagnose and 
treat cardiac-related conditions 
5 22.7 17 77.3 22 100 
Staff who can provide health education on 
how to prevent chronic heart disease 
14 63.6 8 36.4 22 100 
Medication to treat cardiovascular disease 7 31.8 15 68.2 22 100 
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4.4.3.6.4 Equipment and staffing for chronic lung disease care 
 
Prevention and management of infectious and non-infectious causes of chronic lung 
disease, such as TB, asthma and Chronic Obstructive Pulmonary disease (COPD) is an 
important component of care at health facilities (WHO 2012c:39). Of the health facilities, 
only 13.6% (n=3) had x-ray facilities to facilitate the diagnosis of chronic lung disease 
while none had Spirometer equipment to conduct lung function tests. Of the health 
facilities, 77.3% (n=17) had no doctors or internists who could diagnose and treat chronic 
lung disease conditions; 63.6% (n=14) had staff who could provide health education on 
how to prevent common chronic lung diseases, and 50% (n=11) did not have medication 
to treat chronic lung disease conditions (see Table 4.96). These findings indicate that the 
health facilities experienced a serious lack of resources, both human and material, to 
diagnose and treat chronic lung disease. However, of the facilities, 63.6% (n=14) had 
knowledgeable staff available who could provide preventive health education on lung 
disease. 
 
Table 4.96 Health facilities’ readiness for providing comprehensive health care 
related to chronic lung disease (n=22) 
 
Care for chronic lung disease 
Yes No Total 
n % n % n % 
Equipment  to diagnose chronic lung  disease 
 X-ray available 3 13.6 19 86.4 22 100 
 Spirometer (Lung function test) 0 0.0 22 100.0 22 100 
Doctors and internists who can diagnose and treat 
chronic lung disease 
5 22.7 17 77.3 22 100 
Staff who can provide health education on how to 
prevent chronic lung disease 
14 63.6 8 36.4 22 100 
Adequate medication to treat  chronic lung disease 11 50 11 50 22 100 
 
4.4.3.6.5 Equipment and staffing for cerebrovascular incident care 
 
Cerebrovascular incidents manifesting as stroke require specialised medical materials 
for prevention, diagnosis and treatment. Of the health facilities, 0.0% (n=0) had 
Computerized Tomography (CT) scanning or Magnetic Resonance Imaging (MRI) 
equipment for diagnosis and investigation of the extent of stroke damage to the brain. 
Of the facilities, 13.6% (n=3) had skilled doctors who could diagnose and treat 
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cerebrovascular incidents; 63.6% (n=14) had skilled staff who could provide health 
education on the prevention of strokes, and 27.3% (n=6) had medication for the 
prevention and treatment of strokes (see Table 4.97). This indicates that the majority of 
health facilities’ readiness for the prevention of cerebrovascular incidents and treatment 
of stroke patients is unsatisfactory. 
 
Table 4.97 Health facilities’ readiness for providing comprehensive care related 
to cerebrovascular incidents (n=22) 
 
Care for cerebrovascular incidents  Yes No Total 
Equipment to diagnose cerebrovascular 
incidents  
n % n % n % 
 CT available 0 0.0 22 100.0 22 100 
 MRI available 0 0.0 22 100.0 22 100 
Doctors who can diagnose and treat 
cerebrovascular accident 
3 13.6 19 86.4 22 100 
Skilled staff who can provide health education 
on stroke 
14 63.6 8 36.4 22 100 
Adequate medication to prevent developing 
stroke is available 
6 27.3 16 72.7 22 100 
Adequate medication available to treat stroke 6 27.3 16 72.7 22 100 
 
4.4.3.6.6 Equipment and staffing for chronic liver disease care 
 
The health facilities were assessed on whether they had sufficient human and material 
resources with which to provide promotive and preventive services for chronic liver 
disease. Of the health facilities, 36.4% (n=8) had laboratory facilities to do liver function 
testing, but 68.2% (n=15) had laboratory equipment to test for hepatitis virus; 13.6% (n=3) 
had ultrasound equipment, and 36.4% (n=8) have doctors who could diagnose and treat 
patients with chronic liver diseases (see Table 4.98). This shows that most of the health 
facilities’ readiness for chronic liver disease prevention and patient care is severely 
compromised. 
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Table 4.98 Health facilities’ readiness for providing comprehensive care for 
chronic liver diseases (n=22) 
 
Care for chronic liver diseases 
Yes No Total 
n % n % n % 
Equipment to diagnose chronic liver diseases 
 Laboratory test for liver function test 8 36.4 14 63.6 22 100 
 Laboratory test for Hepatitis virus 15 68.2 7 31.8 22 100 
 Ultrasound 3 13.6 19 86.4 22 100 
Doctors who can diagnose and treat chronic 
liver diseases 
8 36.4 14 63.6 22 100 
Sufficient skilled staff who can promote a 
healthy lifestyle and prevent chronic liver 
diseases 
16 72.7 6 27.3 22 100 
Adequate medication to  treat  chronic liver 
diseases 
14 63.6 8 36.4 22 100 
  
4.4.3.6.7 Equipment and staffing for diabetes care 
 
The health facilities’ level of readiness for diabetes care was investigated. Of the facilities, 
50% (n=11) did not have staff who could diagnose and treat diabetic patients; 63.6% 
(n=14) did not have trained staff who could provide education to patients on how to 
promote a healthy lifestyle and prevent diabetes; however, 81.8% (n=18) did have 
laboratory facilities to test fasting blood sugar levels, but only 27.3% (n=6) had medication 
to treat diabetes (Table 4.99). This shows that the health facilities are inadequately 
equipped for the prevention and treatment of diabetes.  
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Table 4.99 Health facilities’ readiness for the provision of comprehensive 
diabetes care (n=22) 
 
Care for diabetes  Yes No Total 
Equipment to diagnose diabetes n % n % n % 
 Lab test for fasting blood sugar 18 81.8 4 18.2 22 100 
Staff who can diagnose and treat 
diabetes 
11 50.0 11 50.0 22 100 
Staff who can educate on how to 
promote a healthy lifestyle and prevent 
diabetes 
8 36.4 14 63.6 22 100 
Adequate medication to treat diabetes 16 72.7 6 27.3 22 100 
 
4.4.3.6.8 Equipment and staffing for diseases related to cigarette smoking 
  
According to Leuthard, Beebe, Halstead, Olson and Roysdon (2015:65), it is essential to 
integrate the rehabilitation unit for diseases related to addiction, such as cigarette 
smoking, with the health care system to facilitate identification of smokers, ensure 
effective treatment and helpline referral for quitting.  None of the health facilities (0%; n=0) 
had a rehabilitation unit for patients who need to quit smoking nor laboratory equipment 
to test and monitor blood nicotine levels for their patients who smoke cigarettes and who 
want to quit smoking.  Of the facilities, 50% (n=11) did not have trained staff who could 
promote a healthy lifestyle and prevent cigarette smoking, and only 22.7% (n=5) had 
trained staff that could provide rehabilitation services for patients who needed to cease 
smoking (see Table 4.100). Of the health facilities, only 9.5% (n=2) had medication to 
help smokers quit smoking cigarettes (at least one type) available. This indicates that the 
health facilities’ readiness to promote a   cigarette-free life and to support patients who 
want to quit smoking is almost non-existent.  This could well be because in the larger 
scale of the country’s disease burden, the smoking habit and its health consequences 
was not considered a priority. 
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Table 4.100 Health facilities’ readiness for comprehensive care related to 
cigarette smoking (n=22) 
 
Care for patients related to 
cigarette smoking  
Yes No Total 
n % n % n % 
Rehabilitation unit to quit smoking 0 0.0 22 100.0 22 100 
Laboratory test to monitor blood 
nicotine level 
0 0.0 22 100.0 22 100 
Staff that promote a healthy lifestyle 
and prevent cigarette smoking 
11 50.0 11 50.0 22 100 
Staff who provide rehabilitation for 
patients who need to stop smoking 
5 22.7 17 77.3 22 100 
Adequate medication to quit smoking 
cigarettes (at least one) 
2 9.5 20 95.5 22 100 
 
4.4.3.6.9 Equipment and staffing for diseases related to alcohol abuse 
 
Health facilities’ readiness in terms of available of laboratory test, rehabilitation unit and 
staffing for care of patients suffering from alcoholism was examined. None of the health 
facilities (0%; n=0) had a laboratory test to monitor blood alcohol level and a rehabilitation 
unit that helps to quit from alcoholism. Of the health facilities, 45.5% (n=10) had staff that 
were able to provide health education and advice on a healthy lifestyle to prevent alcohol 
abuse, while 9.1% (n=2) had adequate medication and trained health staff that provide 
rehabilitation for patients who wished to stop their alcohol addiction (see Table 4.101). 
This underlines the health facilities’ lack of preparedness to provide health education 
about t the dangers of alcohol abuse and provide treatment for patients suffering from 
alcoholism.  
 
  
 
 
 
156 
Table 4.101 Health facilities’ readiness to provide comprehensive care related to 
alcohol abuse (n=22) 
 
Care for disease related to alcoholism 
Yes No Total 
n % n % n % 
Rehabilitation unit to quit alcoholism 0 0.0 22 100 22 100 
Laboratory test to monitor blood alcohol  level 0 0.0 22 100 22 100 
Staff  that provide health education on  a 
healthy life style  to prevent alcohol abuse 
10 45.5 12 54.5 22 100 
Staff who provide rehabilitation for patients 
need to cease alcohol addiction 
2 9.1 20 90.9 22 100 
Adequate medication to treat alcoholism (at 
least two types) 
2 9.1 20 90.9 22 100 
 
4.4.3.6.10 Equipment and staffing for cancer care 
 
The health facilities were examined for their preparedness to provide an optimal cancer 
prevention service and care for patients suffering from cancer. Of the health facilities, 
45.5% (n=10) could conduct blood laboratory tests for blood count and morphology to 
diagnose blood cancer, such as leukaemia; only 4.5% (n=1) had equipment to conduct 
Fine Needle Aspiration (FNA) tests, could conduct sigmoidoscopic or endoscopic 
examinations and could provide chemotherapy for patients suffering from cancer. None 
of the health facilities (0.0%; n=0) could perform tissue biopsy tests for distinguishing 
cancerous growths from non-cancerous lesions, mammographic examinations for early 
diagnosis of breast cancer,  conduct prostate antigen tests for diagnosis of prostatic 
cancer, nor treat with radiotherapy.  Of the health facilities, 40.9% (n= 9) have staff who 
can provide health education and counselling on the prevention of cancer; and 9.1% (n=2) 
had doctors, internists, or oncologists t who were able to diagnose and treat cancer 
patients.  This shows that cancer prevention and care is compromised severely in most 
of the health facilities (see Table 4.102). 
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Table 4.102 Health facilities’ readiness for the provision of comprehensive 
cancer care (n=22)  
 
Care for cancer  
Yes No Total 
n % n % n % 
Equipment/tests to diagnose cancer:       
 Lab test for blood count and morphology 10 45.5 12 54.5 22 100 
 FNA test  1 4.5 21 95.5 22 100 
 Biopsy test 0 0 22 100 22 100 
 PAP smear 2 9.1 20 90.9 22 100 
 Mammography 0 0.0 22 100 22 100 
 Prostate Antigen Test 0 0.0 22 100 22 100 
 Sigmoidoscopy/Endoscopy  1 4.5 21 95.5 22 100 
Doctors, internists, oncologists who can 
diagnose and treat cancer 
2 9.1 20 90.9 22 100 
Staff who can provide health education on how 
to promote a healthy lifestyle and prevent 
cancer 
9 40.9 13 59.1 22 100 
Chemotherapy to treat cancer 1 4.5 21 95.5 22 100 
Radiotherapy to treat cancer 0 0.0 22 100 22 100 
 
4.4.3.6.11 Equipment and staffing for nutritional problems 
 
The health facilities were examined on their sufficiency of resources in terms of equipment, 
supplies and staff for promotive and preventive treatment of nutritional problems. Of the 
facilities, 9.1% (n=2) had laboratory facilities to detect specific nutritional deficiencies; 
72.7% (n=16) had staff who could provide health education and advice on healthy diet and 
the prevention of nutritional problems, and 50% (n=11) have staff who could diagnose and 
treat diseases related to nutrition. Of the health facilities, 63.3% (n= 14) have nutrient 
formula to treat patients with nutritional deficiencies, such as kwashiorkor and marasmus 
(see Table 4.103). This indicates that a substantial number of the health facilities’ staff did 
not have the capacity to provide education on what comprises a healthy diet nor the 
preparedness to diagnose and treat diseases related to nutritional problems. 
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Table 4.103 Health facilities’ preparedness to provide comprehensive care for 
nutrition-related problems (n=22) 
 
Care for diseases related to nutrition 
problems 
Yes No Total 
n % n % n % 
Laboratory test to indicate specific 
nutritional deficiencies 
2 9.1 20 90.9 22 100 
Staff who can diagnose and treat diseases 
related to nutrition 
11 50.0 11 50.0 22 100 
Staff who can provide health education on 
healthy diet and prevention of nutritional 
problems 
16 72.7 6 27.3 22 100 
Sufficient nutrient formula that can be 
used  to treat Kwashiorkor and/or 
marasmus  
14 63.6 8 36.4 22 100 
 
4.4.3.6.12 Equipment and staffing for diseases related to physical exercise 
 
Of the health facilities, only  4.5% (n=1) had equipment for rehabilitation or physical 
exercise for patients who required physiotherapy or exercise; none (0%;n=0) had physical 
exercise equipment to detect patients’ anaerobic and aerobic capacity, 9.1% (n=2) had 
physiotherapists or trained health staff to provide service and advice on physical exercise, 
and 36.4% (n=8)  have trained staff who could provide health education on the importance 
of physical exercise and thus  promote a healthy life style (see Table 4.104). This shows 
that the integration of physical activity in patient care at the health facilities is 
compromised due to the facilities’ deficiency in preparedness to provide such a service. 
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Table 4.104 Health facilities’ readiness for the provision of comprehensive health 
care related to physical exercise (n=22) 
 
Care for disease related to lack or need 
of physical exercise 
Yes No Total 
n % n % n % 
Sufficient equipment for 
rehabilitation/physical exercise 
1 4.5 21 95.5 22 100 
Physical exercise equipment which helps 
to detect anaerobic and aerobic capacity 
of patients 
0 0.0 22 100.0 22 100 
Available physiotherapist/any person who 
can provide and advise on physical 
exercise 
2 9.1 20 90.9 22 100 
Staff who can provide health education on 
importance of physical exercise and 
promote a healthy lifestyle and encourage 
physical exercise  
8 36.4 14 63.6 22 100 
 
4.4.3.6.13 Immunisation services 
 
Of the health facilities, 95.5% (n=21) provided immunisation services for children under 
one year; 90.9% (n=20) provided TT for pregnant and non-pregnant mothers, and 77.3% 
(n=17) provided immunisation for the age group between one and five years. However, 
only 13.6% (n=3) provided immunisation for children aged between five and 16 years of 
age; none (0%; n=0) provided adult immunisation for influenza and male human 
papilloma virus (HPV), and 13.6% (n=3) provided adult immunisation for female HPV and 
for bacterial meningitis. This indicates that unlike child immunisation, adult immunisations 
services are not available in most health facilities (see Table 4.105). 
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Table 4.105 Health facilities’ readiness in providing immunisation services (n=22) 
 
Immunisation service 
Yes No Total 
n % n % n % 
Child immunisation (under 1 age) 21 95.5 1 4.5 22 100 
Child immunisation (age between 1-5 year) 17 77.3 5 22.7 22 100 
Child immunisation (children between 5-16 year) 3 13.6 18 86.4 22 100 
TT for pregnant and non-pregnant mothers 20 90.9 2 9.1 22 100 
Adult immunisation for HPV (female) 3 13.6 18 86.4 22 100 
Adult immunisation for HPV (male) 0 0.0 22 100.0 22 100 
Adult immunisation for influenza 0 0.0 22 100.0 22 100 
Adult immunisation for hepatitis virus B or C 3 13.6 18 86.4 22 100 
Adult immunisation for bacterial meningitis 3 13.6 18 86.4 22 100 
 
4.4.4 Preventive and integrated health care provision 
 
This section discusses the level of health promotion, disease prevention and integrated 
health care service provided by the health facilities, taking into account the operational 
definition applied to each variable. The extent of promotive, preventive and integrated 
health care service provision to patients was measured as “optimal”, “sub-optimal” or “not 
provided” based on the list of selected health care services that patients received. 
 
4.4.4.1 Promotive health care 
 
In order to assess whether the health promotion activities were provided by health service 
providers working in hospitals and health centres, the study operationalised the provision 
of health promotion services to patients based on five selected health promotion activities. 
The selected health promotion activities were: providing counselling on nutrition; checking 
patients on physical exercise routine and advice on its use; examining and counselling 
patients on how to prevent STIs; checking patients’ housing and/or environmental 
conditions, and offering health promotion written materials to patients. Patients were 
categorised as receiving “optimal health promotion” services if they received more than 
four of the services; “sub-optimal” if they received one to three of the services, and ‘’not 
received health promotion service’’ if none of the five selected services were provided. 
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4.4.4.1.1 Health promotion services provided by health facilities 
 
Taking into account the selected criteria for the overall measurement of health promotion 
services rendered as experienced by the patients, of the patients only 2.4% (n=20) 
patients received  optimal health promotion services  from their health service providers. 
Of all the patients, 37.2% (n=311) received some health promotion services but only on 
a limited number of certain health promotion areas, which was considered “sub-optimal”, 
and 60.4% (n=505) did not receive any of the health promotion services at all. This 
highlights the extent to which the health care facilities focused on curative health care 
services without integrating them with the promotive health care aspects (see Figure 
4.15). 
 
 
Figure 4.15   Extent of health facilities’ overall health promotion service  
provision (n=836) 
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4.4.4.2 Preventive health care 
 
Selected preventive activities for common non-communicable chronic diseases were 
used to measure disease prevention service provision by the hospitals and health 
centres. The chronic disease risk factors expected to be performed by health service 
providers in their preventive screening activities included blood pressure monitoring; 
screening for cancer risks; screening for diabetes risks; checking on cigarette smoking 
and counselling; assessment for patient alcohol abuse; monitoring increased cholesterol, 
and assessing risks for HIV infection. Of the seven preventive services, patients receiving 
four or more types of services were considered to receive “optimal” disease prevention 
service; receiving one to three services was considered “sub-optimal” preventive care, 
and receiving no preventive services was considered “not provided” with disease 
prevention services. 
 
4.4.4.2.1 Disease prevention services provided by health facilities 
 
Of all the patients treated at OPDs and IPDs in the selected health facilities, only 3.6% 
(n=30) received optimal disease prevention services; 71.5% (n=598) received sub-
optimal disease prevention services, and 24.9% (n=208) received no preventive services. 
This underscores a very low performance in the provision of preventive health care and 
the importance of improving preventive services at health facilities (see Table 4.106). 
 
Table 4.106 Extent of disease prevention service provided to patients (n=836) 
 
Disease prevention service provision 
Yes No Total 
n % n % n % 
Optimal preventive services provided 30 3.6 806 96.4 836 100 
Sub-optimal preventive  services provided 598 71.5 238 28.5 836 100 
Preventive service not provided 208 24.9 628 75.1 836 100 
 
4.4.4.3 Integrative health care 
 
Integrated health services (IHS) provision by health facilities was considered provided to 
a patient when at least the minimum recommended list of both health promotion and 
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disease prevention services were provided to the patients. Integrated services were 
considered to have been provided “optimally” if the sum of the promotive and preventive 
service was 7 and above while if the sum of services was between 2 and 6, it was 
considered “sub-optimal”. If no or only one type of health promotion or disease prevention 
service was provided, it was considered “no integrated service was provided”. 
 
4.4.4.3.1 Integrated service provision by the health facilities 
 
Of all the patients, only 0.8% (n=7) received “optimal” service,  meaning integrated health 
promotion and disease prevention  in addition to the curative health care they were 
provided by the health facilities. Of the patients, 35.2% (n=294) received “sub-optimal” 
integrated promotive and curative health care, and 64% (n=535) did not receive 
integrated health care. This demonstrates the serious need for the integration of health 
promotion and disease prevention services with curative health care services (see Table 
4.107). 
 
Table 4.107 Extent of integrated service provision by the health facilities (n=836) 
 
Integrated service provision 
Yes No Total 
n % n % n % 
Optimal integrated services provided 7 0.8 829 99.2 836 100 
Sub-optimal integrated  services provided 294 35.2 542 64.8 836 100 
Integrated service not provided 535 64.0 301 36.0 836 100 
 
4.5 CONCLUSION 
 
This chapter discussed the data analysis and interpretation, and the findings.  Data was 
collected from 858 respondents, namely 836 patients and 22 health facility managers. 
The data was directly captured from the questionnaires and entered into the SPSS 
version 21 software program and analysed. The results were summarised and presented 
in tables, pie charts and bar charts, using frequencies and percentages. The findings from 
the phase 1 data were presented separately for the two groups of respondents, and then 
supplemented by inferential findings. 
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Chapter 5 describes the Delphi consensus seeking technique used to obtain consensus 
from the panel of experts to develop a framework for enhancing the integration of health 
promotion, preventive and curative care within the context of Ethiopia. 
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CHAPTER 5 
 
THE RESULT OF THE DELPHI CONSENSUS SEEKING TECHNIQUE 
 
5.1 INTRODUCTION 
 
This chapter discusses phase 2 of the study which involves the Delphi consensus seeking 
process. Two rounds of Delphi consensus seeking questionnaires were conducted with 
experts in the specific field in order to reach consensus on the suggested content for an 
IHS framework based on the findings from Phase 1 (see Annexures J and K for the 
questions applied). A group of 20 professional experts with different work experiences 
such as nurses and medical doctors, public health experts working in the ministry of 
health and non-governmental organisations participated in this phase of the study (see 
list of experts involved in Delphi consensus seeking process in Annexure L). 
 
5.2 DELPHI CONSENSUS SEEKING FINDINGS 
 
The Delphi technique was used as a means of reaching consensus among the 20 
selected experts in the field of clinical and public health, in terms of provisional 
recommendations based on the findings of phase 1 in order to substantiate the suggested 
IHS framework. The content of the Delphi questionnaires was developed based on the 
findings of phase 1 of this study, and the response alternatives were tied to a five- point 
Likert scale, seeking the respondents’ measure of agreement with the questions. Follow-
up questions encouraged experts to provide comments in order to seek their views, 
recommendations, and suggestions on the issues listed. Agreement was considered 
reached when 75% of the experts agreed on an issue (Keeney et al 2011:46). Thereafter, 
further clarification and consensus was sought by means of a second-round 
questionnaire which aimed at acquiring agreement at a level greater than 50% but less 
than 75%. This was intended for experts whose views fell between this ranges. This 
provided them with a chance to possibly change their mind after reviewing the other 
experts’ agreement and justifications. Subsequent Delphi rounds often take the form of 
structured questionnaires analysing the response and incorporating feedback of the panel 
members which have been found to encourage panel members to become more involved 
and motivated to participate (Keeney et al 2011:11). In scoring the outcome of the results, 
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the response alternatives of “agree” and “strongly agree” were grouped together into a 
positive “agree” response. 
 
The findings are discussed under the following sections: 
 
 Promotive health services 
 Preventive health services 
 Integrated health services 
 
5.3 RESPONDENTS’ VIEWS ON PROMOTIVE HEALTH CARE SERVICES 
 
This section discusses the respondents’ measure of agreement with the researcher’s 
conclusions and recommendations on periodic health check-ups as a promotive health 
care service to the community. 
 
5.3.1 Periodic health check-up/examination 
 
A periodic health examination is a general physical examination of patients, not an 
examination for a specific injury, illness, or condition, which is to be provided for patients 
in a regular period of time (e.g., every 1-2 years). 
 
The findings from phase1 were presented to the experts as 63% (n=14) of the health 
facilities did not provide periodic health examinations. Asked about their previous 
experience, 77.9% (n=651) of the patient respondents had not been going for routine 
check-ups of their health (periodic medical check-ups).  
 
Having this background, during the Delphi round 1, the experts’ opinions were sought 
on whether periodic health check-ups for healthy individuals for general check-ups or 
certain diseases screening in the Ethiopian context is recommended. All the experts 
(100%; n=20) agreed with the recommendation that periodic health examinations for 
patients who were apparently not sick, should be performed in the Ethiopian context (see 
Table 5.1). Such strong agreement of experts on the importance of having periodic health 
check-ups signals the need to have specific periodic public health check-up programmes 
identified and ratified for the Ethiopian context. 
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Table 5.1 Delphi first round: experts’ agreement on having periodic health check-
ups in Ethiopia (n=20) 
 
 
For the experts who either strongly agreed or agreed on having periodic health check-
ups, an additional question enquired whether it is advisable to include the periodic general 
health check-ups, including annual general health check-ups, in the community or 
individual insurance system. The community-based health insurance strategy initiated 
since 2011 is designed to promote equitable access to sustainable quality health care, 
increase financial protection, and enhance social inclusion for the majority of Ethiopian 
families (Feleke, Mitiku, Zelelew & Ashagari 2015:4). Of the experts, 95% (n=19) advised 
that it was good to include the periodic health check-ups in the community or individual 
insurance system (see Table 5.2). The experts’ recommendation is very important when 
viewed in light of the existing community or individual insurance systems that mainly focus 
on curative health care and do not endorse most promotive or preventive health care 
services, such as periodic health check-ups.  
 
Table 5.2 Delphi first round: experts’ agreement on including periodic health 
check-ups in community or individual insurance system (n=20) 
 
Including periodic health check-ups in community or 
individual insurance system 
n Percent 
Strongly agree 13 65.0 
Agree 6 30.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Once agreed upon the importance of having the periodic health check-ups and reaching 
consensus on including these in the community or individual insurance system, the 
Periodic health check-ups n Percent 
Strongly agree 16 80.0 
Agree 4 20.0 
Neutral 0 0.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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experts were required to select the specific conditions which should be screened during 
the periodic check-ups that are feasible to be conducted in the Ethiopian context from a 
given list of screening processes. Of the 18 conditions listed, the experts chose and 
reached consensus on eight (above 75% agreement) while the remaining ten processes 
did not reach the 75% consensus level.  
 
Of the experts, 95% (n=19) agreed on having periodic check-ups on screening for 
hypertension and its complications; 95% (n=19) agreed on screening for diabetes for 
patients with hypertension or BMI>25; 85% (n=17) agreed on measuring blood 
cholesterol level and counselling on healthy diet and obesity; 85% (n=17) agreed on Pap 
smear screening every 3 years beginning at age 21; 80% (n=16) agreed on clinical breast 
examination every 1-2 years for women over 50 years; 80% (n=16) agreed on STI 
screening and counselling; 80.00% (n=16) agreed on visual acuity screening using 
Snellen sight chart, and 75% (n=15) agreed on counselling on physical activity (see Table 
5.3). The experts’ agreement on having periodic health check-up on these eight 
conditions/areas calls on the need to include these interventions in the country’s health 
care strategies for the population segment that need these periodic health check-ups. 
 
Table 5.3 Delphi first round:  experts’ agreement on specific screening activities 
during periodic health check-up areas in the Ethiopian context (n=20) 
 
Screening activities during periodic health check-up  n Percent 
Screening for hypertension and its complications 19 95.0 
Screening for diabetes for patients with hypertension or BMI>25 19 95.0 
Measuring blood cholesterol level and counselling on healthy diet 
and obesity 
17 85.0 
Pap smear screening every 3 years beginning age 21 17 85.0 
Clinical breast examination every 1-2 years for women over 50 years 16 80.0 
STI screening and counselling 16 80.0 
Visual acuity screening using Snellen sight chart 16 80.0 
Counselling on physical activity 15 75.0 
Vaccination for HPV for both sexes between age 9-26 years 13 65.0 
Screening on road safety and counselling on seat-belt use, drinking 
and driving 
13 65.0 
Screening mammography examination every 1-2 years for women 
over 40 years 
12 60.0 
Screening to detect alcohol abuse and counselling for adult 
population 
12 60.0 
Screening for domestic violence against women 11 55.0 
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Screening activities during periodic health check-up  n Percent 
Colorectal cancer screening annually for patients over 50 using 
faecal occult blood testing 
10 50.0 
Tobacco use screening and cessation counselling 9 45.0 
Screening adults for depression 8 40.0 
Screening postmenopausal women for osteoporosis 7 35.0 
Vaccination for adults (MMR, Varicella, Pneumococcus, Influenza, 
Diphtheria) 
6 30.0 
 
Periodic health check-ups on which more than 50% experts agreed but which did not 
reach the consensus cut-off point of 75% were set forward for the second round of 
experts’ views. During the second round, 85% (n=17) of the experts agreed on including 
screening for mammography examination of women over 40 years every 1-2 years, and 
80% (n=16) agreed on screening for colorectal cancer for patients over 50 years using 
faecal occult blood testing.  
 
Table 5.4 Delphi second round: experts’ agreement on additional screening 
activities during periodic health check-ups (n-20) 
 
Agreement on additional screening activities during periodic 
health check-ups  
n Percent 
Vaccination for HPV for both sexes between age 9-26 years 8 40.0 
Screening on Road safety and counselling on seat-belt use, drinking 
and driving 
11 55.0 
Screening Mammography examination every 1-2 years for women 
over 40 years 
17 85.0 
Screening for Domestic violence against women 7 35.0 
Colorectal cancer screening for patient over 50 with annual  faecal 
occult blood testing 
16 80.0 
 
During the first round some experts (n=5) who were in favour of conducting periodic 
health check-ups recommended that at least an annual check-up was feasible as patients 
who have risk factors for certain diseases, such as cardiovascular disease, can benefit 
highly from the periodic health-check approach. The following was also noted: 
  
 Public health education on the importance of having periodic health check-ups 
can be provided easily using mass media; private and public set-ups can be 
utilised, and guidelines and protocols can be prepared on specific screening 
activities pertaining to check-up activities. 
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 Periodic health check-up should be linked to the insurance system, as patients 
who have positive results upon screening and who cannot afford the treatment 
should have the health insurance system to support their specific health problem. 
 Health facilities need to allocate funds for health promotive purposes. 
 There could be a strong possibility of cost problems related to the services, given 
the high out-of-pocket health expenditure existing in the country. 
 Health facilities and health professionals should be adequately ready in terms of 
number, skill, equipment and supplies to provide such promotive and preventive 
activities.  
 
In the second round, the experts were asked if they still agree with the recommendations 
and precautions on providing periodic health check-ups stated above. Their opinion was 
further sought on whether they had any comments on the descriptions put forward from 
the first round. Of the experts, 90% (n=18) agreed on the first round recommendations 
and precautionary measures noted pertaining to the periodic health check-ups. The 
experts commented further that the implementation of periodic health check-ups should 
not be applied in the form of a mandatory service, but should be aligned with increasing 
community awareness on the use of regular medical check-ups; health system re-
orientation on the provision of periodic health check-up services also needed to be put in 
place; assessing the family or domestic and social impact on patients’ health  needed to 
be linked with the check-up; disease burden assessment needed to be conducted 
regularly to be integrated into the periodic check-up activities, and the serious lack of 
providing  health education required promotion specialists in the country to prioritise the 
coordination, planning and implementation of such interventions.  
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Table 5.5 Delphi second round: experts’ agreement on recommendations and 
precautions made on periodic check-ups during the first round 
assessment (n=20) 
 
Agreement on recommendations and precautions made on 
periodic check-ups during the first round assessment 
n Percent 
Strongly agree 13 65 
Agree 5 25 
Neutral 2 10 
Disagree 0 0 
Strongly disagree 0 0 
Total  20 100 
 
5.4 Experts’ views on preventive health care services 
 
The experts were presented with a list of preventive health care approaches that needed 
their consideration. The list of preventive health care approaches included the need for 
case finding testing pertaining to screening for hypertension, hyperlipidaemia, 
cardiovascular disease, cancer, visual acuity, diabetes, and patients’ smoking status, 
harmful use of alcohol, patients’ nutritional status, physical activity, and adult 
immunisation services.  
 
5.4.1 Case finding testing 
 
Case finding refers to testing or screening patients for conditions other than the one for 
which they sought medical care (CDC 2011b:11). The experts were provided with the 
results from phase 1 in which half of the health service managers (50%; n=11) indicated 
that their facilities did not provide case finding preventive services. The experts were 
asked to indicate their level of agreement on whether case finding testing for certain 
diseases in Ethiopian health facilities is recommended.  Of the experts, 90% (n=18) 
agreed that case finding testing or screening for patients should be performed (see Table 
5.6). In resource-limited countries such as Ethiopia, where health seeking behaviour is 
still very low (MOH 2011:3), using the opportunity of patients’ presence at health facilities 
to screen, diagnose, and prevent the progression of, and treat diseases can be an 
advantageous approach to providing  a more comprehensive patient-centred health care 
service.  
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Table 5.6 Delphi first round: experts’ views on performing case finding 
testing/screening for certain diseases (n=20) 
 
Performing case finding testing/screening for certain 
diseases 
n Percent 
Strongly agree 10 50.0 
Agree 8 40.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
The experts who agreed on the necessity of having case finding testing for certain 
diseases were given a list of conditions/diseases from which to select those feasible 
within the Ethiopian context. Of the experts, 90% (n=18) identified both hypertension and 
cervical cancer as the two most important cases; 85% (n=17) identified diabetes and HIV, 
and 80% (n=16) identified tuberculosis. Consensus was reached above the 75% level of 
agreement by the experts that these five conditions were worthy of doing case finding 
screening, where appropriate (see Table 5.7). 
 
Table 5.7 Delphi first round: experts’ agreement on having case finding testing 
for selected diseases (n=20) 
 
Agreement on having case finding testing n Percent 
Hypertension and related complications 18 90.0 
Cervical cancer 18 90.0 
Diabetes 17 85.0 
HIV 17 85.0 
TB 16 80.0 
Obesity 12 60.0 
Smokers 12 60.0 
Physical inactivity 11 55.0 
COPD (chronic Obstructive Pulmonary Disease) 10 50.0 
Harmful alcohol users 9 45.0 
 
Three (15%) of the experts suggested that breast cancer and risk for STI screening also 
be included under the case finding process. These two newly suggested clinical areas 
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plus the three conditions which scored more than 50% but less than 75% in round one 
were put forward in the second round of the Delphi process. In the second round, the 
experts agreed only on having case finding testing or screening done for patients at risk 
for breast cancer (80%; n=16) and at high risk for STI (75%; n=15). 
 
Table 5.8 Delphi second round: experts’ agreement on case finding testing (n=20) 
 
Performing case finding testing/screening n Percent 
Actively searching for obesity 8 40.0 
Finding smokers to provide counselling and care 7 35.0 
Actively looking for physical inactivity  7 35.0 
Actively looking for patients at risk of breast cancer 16 80.0 
Actively finding patients at high risk for STI  15 75.0 
 
5.4.2 Screening for hypertension 
 
The findings from phase 1 showed that of the health facilities, 86.4% (n=19) had 
adequate blood pressure apparatus in each examination room; 100% (n=22) had 
sufficient skilled staff who can take blood pressure, and 90.9% (n=20) had adequate anti-
hypertensive drugs to treat their patients. However, the blood pressure of 47.2% (n=394) 
of the patient respondents was not checked.  
 
With this background, the experts were asked for their level of agreement on including 
the measuring of blood pressure of all patients in the patient care guideline for Ethiopia. 
Of the experts, 85% (n=17) agreed that measuring blood pressure for all patients should 
be included in the patient care guideline; 10% (n=2) were neutral, and 5% (n=1) disagreed 
(see Table 5.9). This will help in detecting and treating subtle high blood pressure that 
otherwise remains unnoticed. 
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Table 5.9 Delphi round one: experts’ agreement of having blood pressure 
measurement for all patients included in the patient care guideline 
(n=20) 
 
Having blood pressure measurement for all patients 
included in the patient care guideline 
n Percent 
Strongly agree 13 65.0 
Agree 4 20.0 
Neutral 2 10.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Based on the fact that the blood pressure of only 47.2% (n=394) had been monitored, the 
experts were asked whether they would agree that the majority of health service providers 
at the selected health centres and hospitals lacked knowledge and skills in realising the 
importance of blood pressure monitoring and hypertension prevention approaches, such 
as providing advice on lifestyle (e.g., on smoking and stress), healthy diet and physical 
exercise. Of the experts, 80% (n=16) agreed that the majority of health professionals 
participating in this study lacked the knowledge and skills to monitor blood pressure and 
to provide advice on lifestyle, healthy diet and physical exercise, while 20% (n=4) 
disagreed (see Table 5.10). The experts’ agreement on health professionals’ lack of skills 
and knowledge indicates the need for building health professionals’ capacity in preventive 
health care areas based on sound well communicated policy and patient care guidelines. 
 
Table 5.10 Delphi round one: experts’ agreement on health professionals’ lack of 
knowledge and skills in hypertension prevention approaches (n=20) 
 
Health professionals lack the knowledge and skills on 
hypertension prevention approaches 
n Percent 
Strongly agree 4 20.0 
Agree 12 60.0 
Neutral 0 0.0 
Disagree 3 15.0 
Strongly disagree 1 5.0 
Total  20 100.0 
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The experts were asked for their agreement on the recommendation that hospitals and 
health centres need to initiate a health care unit comprised of health professionals 
specialised in the provision of health promotion, disease prevention and rehabilitation 
services to patients with non-communicable diseases, including hypertension. Of the 
experts, 95% (n=19) agreed with this recommendation (see Table 5.11). The consensus 
on the importance of having promotive, preventive and rehabilitative health care services 
as a separate unit from the curative health care service is a paradigm shift in thinking to 
reform the current health care approach.  
 
Table 5.11 Delphi round one: experts’ agreement on the need to initiate a health 
care unit which provides promotion, disease prevention and 
rehabilitation services at health facilities (n=20) 
 
Health care unit that provides health promotion, disease 
prevention and rehabilitation services 
n Percent 
Strongly agree 15 75.0 
Agree 4 20.0 
Neutral 0 0.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Even though the health facilities had sufficient blood pressure apparatus and skilled staff 
for measuring blood pressure, 47.2% (n=394) of the patient respondents’ blood pressure 
had not been measured. The experts were asked to make suggestions for improving this 
situation. 
 
The experts pointed out that the perception of NCDs (including hypertension) and their 
risk factors being a disease of the affluent is still predominant among health workers. The 
experts advised that health professionals should routinely and strictly link the health 
promotion and disease prevention services (such as advice on healthy diet and physical 
exercise) to curative health care services. For such a role, health service providers’ skills 
and attitude need to be enhanced, and the availability of sufficient high quality and 
functional equipment, such as BP apparatus, is essential. In addition, as part of patient 
care guidelines, health facilities need to prepare posters for the health workers that 
remind them not to omit measuring and interpreting critical physical vital signs such as 
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blood pressure. Such reminders need to be posted in every outpatient and inpatient 
department as a standard activity. The experts recommended enhancing patients’ 
awareness of the available health promotion and disease prevention services, 
emphasising the importance of patients claiming their right to critical preventive services 
whenever this was overlooked by health service providers. Of the experts, 20% (n=4) 
expressed concern in that in health facilities where patient loads were high, there was a 
tendency among health professional not to measure the blood pressure of patients who 
apparently looked well. The experts maintained that routinely taking blood pressure is an 
easy and feasible activity. Moreover, despite the shortage of staff in some health facilities, 
measuring the vital signs of all patients is a necessity which should not be compromised. 
To ensure that all patients’ blood pressure is measured when admitted, or when seen at 
the OPD, clinical audits need to be conducted regularly in all health facilities.  
 
Therefore, the experts suggested the following changes: 
 
 Regular follow-up by the health facility managers, including conducting patient 
chart audit, would increase blood pressure, pulse and respiration measurement of 
patients.  
 Regular inspection and maintenance of available BP measurement apparatus. 
 Routine sensitisation sessions with health service providers on the importance of 
measuring blood pressure to improve the early detection of hypertension and 
prevention of its complications.  
 The health facilities’ policy needs to address such preventive aspects and working 
guidelines prepared to make it practical.  
 There is a need to adapt the current health promotion and disease prevention 
approach in such a way that the monitoring system is strengthened and the health 
professionals’ responsibility and accountability at all levels is ensured.  
 
In the second round the experts were asked whether they agreed with the first round 
suggestions, recommendations and justifications. Of the experts, 95% (n=19) agreed with 
the recommendation on hypertension thereby indicating that the first round’s critical 
comments are relevant to the country context. Only one expert remained neutral. 
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Table 5.12 Delphi round two: Experts’ agreement on the first round 
recommendations, suggestions and justification pertaining to health 
promotion, disease prevention and treatment related to hypertension 
(n=20) 
 
Question n Percent 
Strongly agree 12 60.0 
Agree 7 35.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.3 Screening for hyperlipidaemia 
 
The findings from phase 1 showed that 81.1% (n=678) of the patients reported that their 
blood cholesterol level had never been checked; 68% (n=15) of the health facilities did 
not have the equipment to measure blood cholesterol levels or the medical doctors who 
could diagnose and treat raised blood cholesterol, and 81.8% (n=18) did not have enough 
health education or promotion resource materials for their patients.  
 
With this information as background, the experts were asked if it is correct to conclude 
that the majority of health service providers working at the selected hospitals and health 
centres lack awareness, knowledge or skills for the prevention and treatment of 
hyperlipidaemia (elevated blood cholesterol level), such as providing advice on lifestyle, 
healthy diet and physical exercise, and treating patients suffering from the diseases.  Of 
the experts, 80% (n=16) agreed (see Table 5.13). From this finding it is evident that any 
health promotion and disease prevention intervention related to elevated blood 
cholesterol level first needs to improve the health service providers’ awareness, skill and 
knowledge. 
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Table 5.13 Delphi round one: Experts’ agreement on health service providers’ 
working at selected hospitals and health centres lack of awareness, 
knowledge or skills for the prevention and treatment of 
hyperlipidaemia (n=20) 
 
Health professionals lack awareness, knowledge or skills 
for the prevention and treatment of hyperlipidaemia 
n Percent 
Strongly agree 9 45.0 
Agree 7 35.0 
Neutral 1 5.0 
Disagree 3 15.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Considering the guidelines on the importance of having a fasting cholesterol test for 
everyone every five years beginning at age 20 (Harvard Medical School 2009:3), experts 
were asked if they agreed that measuring blood cholesterol level of patients over age 20, 
who had never been tested or were eligible for repeated cholesterol testing, should be 
included in the patient care guidelines for the Ethiopian context. Of the experts, 70% 
(n=14) agreed; 20% (n=4) remained neutral, and 10% (n=2) disagreed (see Table 5.14). 
Since the agreement did not reach the level of consensus cut-off point (75%), the question 
was forwarded to a second round for consideration. 
 
Table 5.14 Delphi round one: Experts’ agreement on measuring blood 
cholesterol level for all patients over age 20 should be included in 
patient care guidelines in the Ethiopian context (n=20) 
 
Measuring blood cholesterol level for all patients over age 
20 should be included in patient care guidelines 
n Percent 
Strongly agree 6 30.0 
Agree 8 40.0 
Neutral 4 20.0 
Disagree 2 10.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
During the second round, the experts were asked if they agreed on measuring the blood 
cholesterol level of all patients over age 20 who had never been tested or were eligible 
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for repeated cholesterol testing, should be included in the patient care guidelines in 
Ethiopia, considering the outcome of round one. Of the experts, 95% (n=19) agreed that 
it is important to measure the blood cholesterol level  of all patients over age 20 who had 
never been tested or were eligible for repeated testing. 
 
Table 5.15 Delphi round two: Experts’ agreement on having blood cholesterol 
tested for all patients (over age 20 who had never tested or were 
eligible for repeated cholesterol testing) (n=20) 
 
Delphi round two experts’ agreement on having blood 
cholesterol tested for all patients over age 20 
n Percent 
Strongly agree 7 35.0 
Agree 12 60.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Regarding the recommendation to improve the health facilities’ low performance in health 
promotion, prevention and effective treatment of hyperlipidaemia (elevated blood 
cholesterol level), the experts suggested there was a need for: 
 
 Policy level commitment (through evidence-based policy briefs and advocacy). 
 In-service training for health professionals’ skills development and awareness 
creation. 
 Preparing guidelines and other supportive documents and materials in the health 
facilities for hyperlipidaemia prevention and treatment.  
 Improving the health facilities’ laboratory capacity to conduct the investigations.  
  Collaboration between health professionals  and other stakeholders, including 
nutrition experts, the food and nutrition society, and Pharmaceutical Fund and 
Supply Agency (PFSA) that avail the equipment and the test kits for performing 
fasting lipid profile. 
 The government should advocate and support medical equipment and supply 
importers to import the technologies and medical supplies for measuring blood 
cholesterol levels.  
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 The patients and individuals visiting the health facilities should be made aware of 
the importance of measuring their blood cholesterol level on a regular basis and 
to increase the demand for such services and get benefit from the service linking 
it with the health care insurance system.  
 
The experts were asked to comment on the first round experts’ suggestions and 
recommendations listed above and then to indicate their level of agreement. Accordingly, 
the second round experts’ opinion showed that 90% (n=18) agreed on the suggestions, 
comments and recommendations of the first round (see Table 5.16). 
 
Table 5.16 Delphi round two: consensus on the first round recommendations, 
suggestions and justification given on health promotion, disease 
prevention and treatment related to hyperlipidaemia 
 
Second round consensus on the first round 
recommendations related to hyperlipidaemia 
n Percent 
Strongly agree 10 50.0 
Agree 8 40.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.5.4 Screening for cardiovascular diseases 
 
Cardiovascular diseases (CVDs) are a group of disorders of the heart and blood vessels 
that are the number one cause of death globally (WHO 2015b). The experts were 
provided with the phase 1 findings based on  the patients interviewed, only 2.9% (n=24) 
were asked if they had a history of chest pain that radiates down to the arm indicating the 
low emphasis of service providers in taking history on important symptoms of 
cardiovascular diseases. Of the health facilities, 22.7% (n=5) had doctors or internists 
who could diagnose and treat cardiac related conditions; 31.8% (n=7) had the proper 
medication to treat cardiovascular diseases; 100% (n=22) did not have the necessary 
equipment to diagnose coronary heart disease, except 13.6% (n=3) that had an EKG.  
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The experts were asked whether it was advisable for physical examination and laboratory 
tests for screening of cardiovascular diseases (such as coronary heart diseases)  to be 
included in the Ethiopian routine patient care guidelines. Of the experts, 90%(n=18) 
agreed that the inclusion of routine physical examination and laboratory test for screening 
of cardiovascular diseases should be part of the patient care guideline (see Table 5.17).  
 
The experts’ agreement, despite the constraints indicated in the background, emphasises 
their view on the need to improve preventive care for cardiovascular disease in the 
Ethiopian context. 
 
Table 5.17 Delphi round one: Experts’ agreement on conducting physical 
examination and laboratory tests for screening of cardiovascular 
diseases (such as coronary heart diseases) is advisable in Ethiopian 
routine patient care (n=20) 
 
Agreement on physical examination and laboratory tests for 
screening of cardiovascular diseases 
n Percent 
Strongly agree 7 35.0 
Agree 11 55.0 
Neutral 1 5.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.5 Cerebrovascular incidents (strokes)  
 
Linked to cardiovascular complications, stroke risk increases with increasing age and is 
becoming one of the killer diseases in Ethiopia (Misganaw et al 2012:3). It is helpful for 
health care providers to be able to estimate a person’s risk for a first stroke. According to 
the American Heart Association and American Stroke Association (2011:562), each 
patient should undergo an assessment of stroke risk. From phase 1, it was found that of 
the respondents who were over 40 years old, only 7% (n=19) had been asked if they had 
a history of stroke symptoms, and whether they were assessed and advised on the risk 
of the disease.  
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The experts were asked if they would agree to the recommendation that patients over the 
age of 40 years should undergo an assessment for first stroke risk. Of the experts, 90% 
(n=19) agreed while 10% (n=2) were neutral (see Table 5.18). This recommendation 
indicates the importance of having stroke risk assessment guidelines for the country for 
health professionals to conduct the first stroke risk assessment for patients over 40. 
 
Table 5.18 Delphi round one: Experts’ agreement on whether patients over 40 
years old should undergo assessment for first stroke risk in Ethiopia 
context (n=20) 
 
Patients over 40 years old should undergo assessment for 
first stroke risk 
n Percent 
Strongly agree 10 50.0 
Agree 8 40.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Having background on the current status of service provision and health facilities’ 
readiness for the prevention and treatment of cerebrovascular diseases, the experts were 
asked to make recommendations to improve the prevention and treatment of 
cerebrovascular diseases in Ethiopia. The experts recommended: 
 
 Increasing awareness of the Ethiopian population on cerebrovascular diseases 
and their risk factors in order to utilise preventive services.  
 Availing preventive risk assessment services especially for patients with high risk 
factors such as family history, obese and hypertension.  
 Preventive medicine needs to be well incorporated into health professional training 
by revising the medical curriculum.  
 Providing in-service training, job aid (check-list for reminder) for health workers to 
identify patients and their attendees at high risk of developing major 
cerebrovascular diseases and stroke.  
 Addition of cerebrovascular disease screening and key trigger questions in the 
existing treatment algorithms.  
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 Inclusion of preventive services in health insurance packages to encourage 
screening for cerebrovascular diseases and their risk factors for stroke.  
 Activities that promote community’s healthy lifestyles, such as sport activities, 
gyms and recreational places, need to be expanded and made available with fair 
access to the community.  
 Providing health education on dietary habits and essential technologies and 
medicines, such as EKG, Echocardiography, CT and MRI, with reasonable prices 
to promote preventive services for cardiovascular diseases and cerebrovascular 
incidents.  
 
The experts were asked to comment on the list of recommendations, suggestions and 
justifications from the first round and whether they agreed or disagreed with the 
suggested descriptions. During the second round, 95% (n=19) of the experts agreed on 
the above recommendations, suggestions and justifications on health promotion, disease 
prevention and treatment related to cerebrovascular incidents (see Table 5.19). 
 
Table 5.19 Delphi round two; Experts’ second round consensus on the first round 
recommendations, suggestions and justification for health promotion, 
disease prevention and treatment for cerebrovascular incidents (n=20) 
 
Question n Percent 
Strongly agree 10 50.0 
Agree 9 45.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.6 Screening for cancer  
 
In phase 1, 91.9% (n=793) of the patients indicated that they had not been asked if they 
had a history of cancer nor had they been screened for cancer. The experts were asked 
if it was advisable to counsel patients on cancer predisposing factors and use one-to-one 
advice for patient specific cancer screening purposes. Of the experts, 95% (n=19) agreed 
it is advisable to counsel patients on cancer predisposing factors and screening tests 
available using the opportunity of patients’ presence in the health facilities (see Table 
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5.20). The experts’ consensus calls for the country to develop protocols and manuals for 
health professionals to indicate the type of cancer and patient for whom counselling 
should be provided. 
 
Table 5.20 Delphi round one: Experts’ consensus on advisability of counselling 
patients on cancer predisposing factors and patient specific cancer 
screening, using one-to-one patient-provider contact (n=20) 
 
Counselling patients on cancer predisposing factors and 
patient specific cancer screening 
n Percent 
Strongly agree 10 50.0 
Agree 9 45.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total 20 100.0 
 
The experts were asked to make recommendations on cancer screening approaches.  
 
 Health professionals’ knowledge of cancer screening, diagnosis and treatment is 
repeatedly mentioned as an area that needs improvement and should be urgently 
addressed.  
 Cancer screening should be made affordable for the majority of the population and 
concomitantly avail cancer treatment centres.  
 Cancer prevention approaches, such as taking sexual history of women and 
screening for cervical cancer, need to be integrated into routine medical practices.  
 Cancer investigations, such as mammography, colonoscopy, and PAP smear, 
need to be made available at affordable prices to the general population and 
should be effectively utilised by health service providers.  
 
The experts’ agreement on the above was sought during second round questionnaire. Of 
the experts, 95% (n=19) agreed on the importance of having the stated recommendations 
implemented for Ethiopia (see Table 5.21). 
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Table 5.21 Delphi round two: Experts’ second round agreement on the first round 
recommendations, suggestions and justifications for health 
promotion, disease prevention and treatment related to cancer (n=20) 
 
Experts’ second round agreement on the first round 
recommendations related to cancer 
n Percent 
Strongly agree 11 55.0 
Agree 8 40.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.7 Screening for visual acuity 
 
The finding from phase 1 showed that of the patients, 89.6% (n=742) were not examined 
for visual impairment. The experts were asked if in the Ethiopian health care context, 
visual acuity testing using the Snellen's chart needs to be a routine part of an eye 
examination or general physical examination. Of the experts, 100% (n=20) agreed that 
visual acuity test using Snellen’s chart has to be a routine part of an eye examination 
during general physical examination (see Table 5.22). The experts’ unanimous 
recommendation that this test be part of the routine general physical examination 
indicates its importance in patient health care. 
 
Table 5.22 Delphi round one: Experts’ agreement on visual acuity test using 
Snellen’s chart being a routine part of eye examination during general 
physical examination (n=20) 
 
Visual acuity test using Snellen’s chart has to be a routine 
part of eye examination 
n Percent 
Strongly agree 8 40.0 
Agree 12 60.0 
Neutral 0 0.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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5.4.8 Screening for diabetes  
 
According to the International Diabetes Federation (2014), Ethiopia is one of the top three 
countries in Africa with a 4.48 diabetes prevalence rate. In Ethiopia, 2.1 million people 
live with diabetes and 34,262 deaths occur each year from diabetes and diabetes-related 
complications. The finding from the first phase showed that of the respondents, 90.0% 
(n=751) were not asked if they had diabetes or symptoms of diabetes.  During the Delphi 
process, the experts were asked if they agreed on assessing patients’ risks and screening 
for diabetes as a routine part of health examination or general physical examination. Of 
the experts, 95% (n=18) agreed; while 5% (n=1) remained neutral, and 5% (n=1) 
disagreed (see Table 5.23). The experts’ agreement indicates the importance of 
assessing patients’ diabetes risk by screening during routine health or physical 
examinations at all health facilities to decrease complications related to diabetes and 
subsequent death. 
 
Table 5.23 Delphi round one: Experts’ consensus on the advisability of 
assessing patients’ risks for diabetes as a routine part of health 
examination or general physical examination (n=20)  
 
Assessing patients’ risks for diabetes as a routine part of 
health examination 
n Percent 
Strongly agree 11 55.0 
Agree 7 35.0 
Neutral 1 5.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
The experts were asked to make recommendations for and comment on diabetes 
screening. According to the experts, 
 
 Conducting blood sugar tests as a routine activity at clinics is easy and feasible, 
yet not widely practised, especially for children. Treating diabetes and its 
complications is far more costly than early detection and non-medical 
management thereof.  
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 It would be good if screening priority is given to patients who have high risk for 
diabetes, such as people with BMI > 25, a family history of diabetes or some 
genetic predisposition; people who live unhealthy lifestyles, and patients with 
other chronic non-communicable diseases.  
 
These recommendations were taken to the second round for comment and agreement. 
Of the experts, 85% (n=17) agreed on the recommendations indicated in Table 5.24. 
 
Table 5.24 Delphi round two: Experts’ agreement on the first round 
recommendations, suggestions and justifications for health 
promotion, disease prevention and treatment related to diabetes 
(n=20) 
 
Agreement on the first round recommendation related to 
diabetes  
n Percent 
Strongly agree 9 45.0 
Agree 8 40.0 
Neutral 1 5.0 
Disagree 2 10.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.9 Screening for smoking status 
 
The first phase findings indicate that of the patients, 94.7% (n=788) were not asked if 
they smoked cigarettes. The CDC (2015a) recommends that health professionals play a 
key role in fighting tobacco use for smokers who want to quit, stressing that getting started 
often needs support and motivation from trusted sources like health service providers. 
The experts were asked if they agreed that enquiring about patients’ smoking status and 
providing advice on the dangers of smoking should be an essential component of health 
care service in health centres and hospitals to play a key role in fighting tobacco use. Of 
the experts, 85% (n=17) agreed while 15% (n=3) remained neutral about enquiring about 
patients’ smoking status and providing advice at health centres and hospitals (see Table 
5.25). The measure of agreement emphasises the importance of including health 
education on smoking in the patient care guidelines. . 
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Table 5.25 Delphi round one: Experts’ agreement on enquiring about patients 
smoking status and providing advice in health centres and hospitals 
(n=20) 
 
Enquiring about patients’ smoking status and providing 
advice by health service providers 
n Percent 
Strongly agree 10 50.0 
Agree 7 35.0 
Neutral 3 15.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Integrating the rehabilitation unit for diseases related to addictions, such as cigarette 
smoking, with the health care system is essential for identification of smokers, effective 
treatment and helpline referral for quit coaching (Leuthard et al 2015:65). Phase 1 found 
that all the health facilities (100.0%; n=22) involved in the study did not have an addiction 
rehabilitation unit nor could they conduct laboratory tests to monitor blood nicotine levels 
of patients who smoked cigarette and wanted to quit smoking. The experts were asked 
if, in the Ethiopian context, integrating a rehabilitation unit for diseases related to cigarette 
smoking addiction, with the health care system was essential. Of the experts, 65% (n=13) 
agreed, 30% (n=6) remained neutral and 5% (n=1) disagreed (see Table 5.26). This was 
below the 75% consensus cut-off point, therefore, this question was modified based on 
the experts’ recommendations and forwarded to the second round consensus seeking. 
 
Table 5.26 Delphi round one: Experts’ agreement on whether integrating the 
rehabilitation unit, for diseases related to cigarette smoking 
addiction, with the health care system is essential in the Ethiopian 
context (n=20) 
 
Integrating the rehabilitation unit for diseases related to 
cigarette smoking addiction, with the health care system 
n Percent 
Strongly agree 3 15.0 
Agree 10 50.0 
Neutral 6 30.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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In the Delphi round 1 the experts recommended the following on smoking: 
 
 The prevalence and magnitude of cigarette smoking as a public health risk factor 
in our country seems to be low, and consequently should first be established by 
research.  
 The integration of cigarette smoking rehabilitative services in the health system is 
necessary, but possibly only feasible in selected health facilities. It would be more 
feasible in Ethiopian health facility set-ups to rather provide health education on 
the hazards of smoking, professional counselling services for addicted patients, 
and facilitate peer-to-peer discussion to quit smoking.  
 
Based on the stated recommendation and suggestions on cigarette smoking, in the 
second round, of the experts, 85% (n=17) agreed that in the Ethiopian context, 
integrating cigarette smoking rehabilitation units for diseases related to cigarette smoking 
addiction, would be feasible only if performed at selected health facilities (see Table 5.27). 
 
Table 5.27 Delphi round two: Experts’ agreement on the first round 
recommendation on health promotion, disease prevention and 
treatment related to cigarette smoking (n=20) 
 
Agreement on recommendations on cigarette smoking n Percent 
Strongly agree 4 20.0 
Agree 13 65.0 
Neutral 1 5.0 
Disagree 2 10.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.10 Screening for harmful use of alcohol 
 
The WHO (2014b:63) states that health services play a critical role in tackling alcohol-
attributable harm by screening and brief intervention with referral to treatment (SBIRT), 
which has been found effective and cost-effective in a variety of health service settings. 
Talking with patients about their drinking is the first step of screening and brief counselling 
(CDC 2014c). The first phase found that of the respondents, 92.3% (n=770) had not 
 
 
 
190 
been asked by service providers about their alcohol consumption. With this background, 
the experts were asked if in the Ethiopian health care context, screening for harmful use 
of alcohol and brief counselling and referring for treatment is recommended during routine 
health care provision. Of the experts, 90% (n=18) agreed, 5% (n=1) remained neutral, 
and 5% (n=1) disagreed (see Table 5.28). The experts’ concurrence with the WHO’s 
(2014b:63) recommendation on screening for harmful use of alcohol and brief counselling 
and referral for treatment at the time of routine health care provision indicates how 
comprehensively patients’ needs have to be addressed in the Ethiopian context as well. 
 
Table 5.28 Delphi round one: Experts’ agreement on whether screening for 
harmful use of alcohol and brief counselling and referral for 
treatment is advisable during  routine health care in the Ethiopian 
context (n=20) 
 
Question n Percent 
Strongly agree 6 30.0 
Agree 12 60.0 
Neutral 1 5.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
According to the WHO (2014b:105), the alcohol per capita (APC) consumption rate for 
Ethiopia is 4.2% with 3.1% of Ethiopian drinkers being heavy episodic drinkers (HED). 
Phase 1 findings revealed that none of the health facilities (0%; n=0)) had laboratory 
facilities to monitor blood alcohol level or a rehabilitation unit to help patients to quit from 
alcohol abuse. The experts were asked if in the Ethiopian context, rehabilitation units at 
health facilities were essential for diagnosis and treatment of harmful use of alcohol. The 
experts did not reach consensus above the 75% cut-off point. Of the experts, 70% (n=14) 
agreed; 20% (n=4) remained neutral, and 10% (n=2) disagreed (see Table 5.29). Since 
the agreement cut-off point (75%) was not reached, the question was modified as per the 
recommendations of experts who remained neutral and presented to the second round. 
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Table 5.29 Delphi round one: Experts’ consensus on whether, in the Ethiopian 
context, rehabilitation units at health facilities are essential for 
diagnosis and treatment for harmful use of alcohol (n=20) 
 
Rehabilitation units at health facilities are essential for 
diagnosis and treatment for harmful use of alcohol 
n Percent 
Strongly agree 3 15.0 
Agree 11 55.0 
Neutral 4 20.0 
Disagree 2 10.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
In the Delphi second round, the experts were asked whether in the Ethiopian context, 
laboratory tests to test and monitor blood alcohol levels could be initiated in all health 
facilities and only selected health facilities provide an established rehabilitation unit that 
helped to quit from alcohol abuse. Of the experts, 80% (n=16) agreed that the 
determination for blood alcohol level could readily be conducted in all health facilities and 
the recovery service from alcoholism needed to be provided only in specialised health 
care facilities with rehabilitation services. 
 
Table 5.30 Delphi round two: Experts’ agreement on whether, in the Ethiopian 
context, laboratory  facilities to test and monitor blood alcohol levels 
can be initiated in all health facilities and only selected health 
facilities provide an established rehabilitation unit that helps to quit 
from alcohol abuse  (n=20) 
 
Laboratory tests of blood alcohol level conducted at all 
health facilities and rehabilitation services from alcohol 
abuse provided at selected health facilities. 
n Percent 
Strongly agree 7 35.0 
Agree 9 45.0 
Neutral 3 15.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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In the first round, the experts were asked to comment on and make recommendations 
on the harmful use of alcohol. According to the experts: 
 
 Alcohol producing companies are flourishing in the country with almost 
unrestricted advertisement in all media to initiate and encourage people to 
consume alcohol. Laws should be enforced to limit this as harmful alcohol drinking 
is becoming a grave public health problem. There should also be strict prohibition 
in selling alcohol to underage children. 
 Alcohol consumption and driving under the influence is one of the major factors in 
the high rate of road traffic accidents, therefore, alcohol detectors for drunk driver 
need to be strictly applied.  
 There is a need to establish a unit at selected health facilities to treat alcohol 
withdrawal symptoms.  
 Health education on alcohol abuse such as addiction and its untoward psycho-
social problems, drug interaction, as a cause of liver diseases is not commonly 
provided. Mass media, health professionals and spiritual leaders can play a major 
role in this aspect.  
 
In the second round, the experts were asked to comment and approve the above 
recommendations and suggestion. Of the experts, 95% (n=19) agreed on the 
recommendations and suggestion provided (see Table 5.31). 
 
Table 5.31 Delphi round two: Experts’ agreement on recommendations on health 
promotion, disease prevention and treatment related to harmful use of 
alcohol (n=20) 
 
Agreement on recommendations related to harmful use of 
alcohol 
n Percent 
Strongly agree 14 70.0 
Agree 5 25.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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5.4.11 Screening patients’ nutritional status  
 
Phase 1 found that of the patients, 79.7% (n=665) were not assessed on their nutritional 
status, nor were they advised or educated on nutrition. Of the health facilities, 50% (n=11) 
did not have staff who could diagnose and treat diseases related to poor nutrition. The 
experts were asked if in the Ethiopian context, screening patients’ nutritional status 
needed to be performed and reported on and whether health care staff needed to 
recognise this as an important aspect of patient care and as a patient safety issue. Of the 
experts, 95% (n=15) agreed and 5% (n=1) remained neutral (see Table 5.32). This 
indicates the importance of having patients’ nutritional screening as an integral part of 
patient care and patient safety. 
 
Table 5.32 Delphi round one: Experts’ consensus on whether, in the Ethiopian 
context, screening patients’ nutritional status needed to be assessed 
and reported and if the health care staff needed to recognise this as 
an important aspect of patient care and patient safety (n=20)  
 
Patients’ nutritional status assessment and reporting is an 
important aspect of patient care and patient safety  
n Percent 
Strongly agree 15 75.0 
Agree 4 20.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
In phase 1, of the patients, 82.4% (n=688) reported that their body weight was not 
measured. Of the respondents who self-reported their weight and height, and whose BMI 
was calculated, 17.0% (n=55) were overweight, and 3.4% (n=11) were obese. A BMI at 
or above the current cut-off point for overweight (BMI ≥25 < 29.9 kg/m2) is associated 
with fatal CHD and diabetes while a BMI at or above the current cut-off point for obesity 
(BMI ≥30 kg/m2) is associated with an elevated risk for all-cause mortality compared with 
normal weight (18.5 to 24.9 kg/m2) (US Department of Health and Human Services 
2014c:39-41). With this background, the experts were asked if in the Ethiopian context, 
routine health care needed to include patients’ Body Mass Index assessment in order to 
evaluate disease risk and diagnose disease status related to obesity or underweight. Of 
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the experts, 100% (n=20) agreed that conducting patients’ BMI evaluation had to be 
included as a routine health care service at health facilities (see Table 5.33). The experts’ 
unanimous recommendation entails the inclusion of patients’ BMI assessment as routine 
health care and ensuring its practicability by all health facilities.  
 
Table 5.33 Delphi round one: Experts consensus on whether, in the Ethiopian 
context, routine health care needed to include patients’ BMI 
assessment in order to evaluate disease risk and diagnose disease 
status related to obesity or underweight (n=20)  
 
Routine health care needs to include patients’ BMI 
assessment 
n Percent 
Strongly agree 14 70.0 
Agree 6 30.0 
Neutral 0 0.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.12 Screening for physical activity 
 
Advising physical activity (PA) in the right “dosage” is a highly effective prescription for 
the prevention, treatment and management of  most common chronic health conditions 
encountered in clinical practice (CDC 2015d:2). Phase 1 revealed that of the patients, 
80.4% (n=671) were neither asked on their physical exercise habits nor advised on the 
importance of having physical exercise, and 83.8% (n=699) had not performed any 
physical exercise, such as running, gymnastics, gardening, or walking for exercise in the 
past month in order to keep fit and healthy. The experts were asked to indicate their level 
of agreement with the suggestion that routine health care needed to include patients’ 
assessment for physical exercise and advice on the importance of physical activity in 
order to decrease disease risks and treat diseases related to physical inactivity. Of the 
experts, 95% (n=19) agreed that assessing patients’  level of physical exercise and 
providing relative advice needed to be included in  routine health care activities (see Table 
5.34). The inclusion of patient screening for physical activity and provision of advice on 
physical exercise in routine health care could be an entry point for some patients to start 
living a healthy lifestyle that will have an effective and long lasting health outcome. 
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Table 5.34 Delphi round one: Experts consensus on whether, in the Ethiopian 
context, routine health care needed to include patients’ assessment 
for physical exercise and advice on the importance of physical 
activity (n=20) 
 
Assessment of physical activity level as a routine health care 
activity 
n Percent 
Strongly agree 12 60.0 
Agree 7 35.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
Phase 1 found that of the health facilities, only 4.5% (n=1) had equipment for 
rehabilitation or physical exercise for patients who required physiotherapy or exercise. 
The experts were asked whether, in the Ethiopian context, health facilities needed to be 
equipped with physical exercise and rehabilitation units and supplies for patients who 
required physiotherapy or exercise. The experts’ level of agreement (70%; n=14) did not 
reach the consensus cut-off point of 75%. The main reason given was that it was 
expensive and not feasible to have physical exercise equipment and rehabilitation units 
in all health facilities. This question was taken to the second round for consideration. 
 
Table 5.35 Delphi round one: Experts’ agreement on whether health facilities 
needed to be equipped with physical exercise and rehabilitation units 
and supplies for patients who required physiotherapy or exercise 
(n=20) 
 
Agreement on whether health facilities needed to be 
equipped with physical exercise and rehabilitation units 
n Percent 
Strongly agree 9 45.0 
Agree 5 25.0 
Neutral 5 25.0 
Disagree 1 5.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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During the second round, the experts agreed that hospitals only needed to have 
equipment and exercise devices for exercise and rehabilitation. For the general 
population and sick patients, there is a high need of expansion for physical exercise sites, 
gyms and physiotherapy units with affordable prices in Addis Ababa. In the second 
round, 85% (n=17) of the experts agreed that it was expensive and not feasible to have 
physical exercise and rehabilitation units at health centre level. It would be better to equip 
hospitals with exercise devices for rehabilitation purposes and make physical exercise 
sites, gyms and physiotherapy units available with affordable prices to the general 
population.  
 
Table 5.36 Delphi round two: Experts’ agreement on Delphi round one 
recommendations related to physical exercise (n=20) 
 
Agreement on recommendations during Delphi round one 
related to physical exercise 
n Percent 
Strongly agree 9 45.0 
Agree 8 40.0 
Neutral 1 5.0 
Disagree 2 10.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.4.13 Adult immunisation 
 
Phase 1 found that none of the health facilities (0.0%; n=0) provided adult immunisation 
for influenza and male human Papilloma virus (HPV). Of the health facilities, 13.6% (n=3) 
provided adult immunisation for female HPV and for bacterial meningitis. The experts 
were asked if, in the Ethiopian context, selected adult immunisation services, such as for 
HPV, influenza, and meningitis, needed to be available at health facilities. Of the experts, 
80% (n=16) agreed that it was advisable, while 20% (n=4) remained neutral. The experts’ 
agreement on initiating adult immunisation services at health facilities indicates the 
importance of providing adult immunisation services in addition to child focused 
immunisation health care services. 
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Table 5.37 Experts’ consensus on whether, in the Ethiopian context, selected 
adult immunisation services needed to be available at health facilities 
(n=20) 
 
Agreement on whether selected adult immunisation services 
needed to be available at health facilities 
n Percent 
Strongly agree 9 45.0 
Agree 7 35.0 
Neutral 4 20.0 
Disagree 0 0.0 
Total 20 100.0 
 
5.5 EXPERTS’ CONSENSUS ON INTEGRATED HEALTH SERVICE (IHS) 
FRAMEWORK  
 
The experts were asked to indicate whether the Integrated Health Service (IHS) 
framework applied in the study is practical for Ethiopia context. The IHS framework,  
adapted by the researcher from the linear “causation framework”, was proposed in this 
study to address the relationships among predisposing factors and diseases together with 
the type of interventions needed in each step (IHS framework in Figure 5.1 was provided 
to the experts).  The experts were asked whether the IHS framework for causal 
relationship of diseases and the intervention approaches was plausible for Ethiopia. Of 
the experts, 90% (n=18) agreed that the IHS framework was plausible while 10% (n=2) 
remained neutral. The strong positive response by the experts indicating their approval 
of this framework, authenticates its applicability for chronic non-communicable, 
communicable, and nutrition-related diseases in the Ethiopian set-up. 
 
Table 5.38 Delphi round one: Experts’ agreement on whether the IHS framework 
for causal relationships of diseases and the intervention approaches 
are plausible for the Ethiopian context (n=20) 
 
IHS framework for causal relationships of diseases and 
the intervention approaches are plausible for Ethiopia  
n Percent 
Strongly agree 8 40.0 
Agree 10 50.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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The experts’ consensus was sought on interventions in each step of an integrated health 
system as an effective approach to curb the predisposing factors causing health 
problems. Accordingly, the experts were asked if an integrated approach in health 
promotion, disease prevention and curative care (as indicated in Figure 5.1) 
encompasses the appropriate interventions to comprehensively manage common 
modifiable factors (e.g., tobacco and alcohol use) from causing immediate risk factors 
(e.g., raised BP). The experts (100%; n=20) agreed unanimously that the IHS intervention 
approach is appropriate to curb progression of common modifiable factors that cause 
immediate risk factors (see Table 5.39). The experts’ consensus gave approval to the 
researcher’s initial notion that each intervention in the IHS framework needs to have an 
integrated health promotion, disease prevention and curative approach in order to break 
the progression to the next step, and thus achieve a lasting effect.  
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Figure 5.1 The Integrated Health Service (IHS) framework 
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Table 5.39 Delphi round one: Experts’ agreement on whether the IHS approach 
in health promotion, disease prevention and curative care includes 
the appropriate interventions to manage common modifiable factors 
from causing immediate risk factors (n=20) 
 
IHS has  appropriate interventions to manage common 
modifiable factors from causing immediate risk factors 
n Percent 
Strongly agree 17 85.0 
Agree 3 15.0 
Neutral 0 0.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
The experts were also asked if an integrated health service approach (health promotion, 
disease prevention and curative care) was the appropriate intervention to manage 
intermediate risk factors (e.g., raised BP) from causing main diseases (e.g., heart failure). 
Of the experts, 95% (n=19) agreed that the proposed IHS framework stipulates an 
appropriate intervention mechanism to manage intermediate risk factors from causing 
main diseases. The consensus was very useful and in line with the researcher’s premise 
that interventions are comprehensive when integrated as promotive, preventive and 
curative aspects in order to halt the progression of immediate risk factors to full blown 
diseases. 
 
Table 5.40 Delphi round one: Experts’ agreement on whether an integrated 
approach in health promotion, disease prevention and curative care 
includes the appropriate intervention to manage intermediate risk 
factors from causing main diseases (n=20) 
 
IHS has an appropriate intervention to manage intermediate 
risk factors from causing main diseases 
n Percent 
Strongly agree 15 75.0 
Agree 4 20.0 
Neutral 1 5.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
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The experts’ consensus was sought on whether an integrated approach (health 
promotion, disease prevention and curative care) was the appropriate intervention to 
manage common main diseases (heart disease, stroke, cancer) from causing socio-
economic, cultural, environmental and political problems (e.g., poverty). Of the experts, 
90% (n=18) agreed that common main diseases led to socioeconomic, cultural, and 
environmental and political problems. The experts’ approval was crucial in that it is not 
uncommon for health professionals to overlook health promotion and disease prevention 
as an essential patient management component once patients develop main diseases. In 
addition, the experts’ consensus validated the premise that a population suffering heavily 
from the main non communicable diseases can lead to the social determinant of health, 
such as poverty. This completed the IHS framework premise that the vicious cycle 
continues until intervention is holistically applied in an integrated manner. According to 
the WHO (2016a), there is a vicious cycle that interconnects poverty and chronic disease. 
The UN General Assembly (2011:9) declared that the prevention of chronic diseases is 
the cornerstone in breaking the vicious cycle by which poverty, chronic diseases and 
other risk factors fed off each other, creating a deadly spiral of sickness and deprivation. 
 
Table 5.41 Delphi round one: Experts’ agreement on whether an integrated 
approach in health promotion, disease prevention and curative care 
is the appropriate intervention to manage main diseases from 
causing socioeconomic, cultural, environmental and political 
problems (n=20) 
 
IHS has an appropriate intervention to manage main 
diseases from causing socioeconomic, cultural, and 
environmental and political problems 
n Percent 
Strongly agree 13 65.0 
Agree 5 25.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
The experts were asked whether an integrated approach (health promotion, disease 
prevention and curative care) was the appropriate intervention to manage socio-
economic, cultural, environmental and political problems (e.g., poverty) from leading in to 
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common modifiable risk factors (e.g., tobacco and alcohol use). Of the experts, 90% 
(n=18) agreed while 10% (n=2) remained neutral (see Table 5.42). The experts’ 
consensus substantiated a wider perspective on the integrated approach as an effective 
way to halt the predisposition of social determinants of health, such as population growth, 
low income, population aging, and environmental hygiene, to common modifiable risk 
factors. 
 
Table 5.42 Delphi round one: Experts’ agreement on whether an integrated 
approach in health promotion, disease prevention and curative care 
is the appropriate intervention to manage socioeconomic, cultural, 
environmental and political problems from leading to common 
modifiable risk factors (n=20) 
 
IHS has an appropriate intervention to manage socio- 
economic, cultural, and environmental and political 
problems from leading to common modifiable risk factors 
n Percent 
Strongly agree 14 70.0 
Agree 4 20.0 
Neutral 2 10.0 
Disagree 0 0.0 
Strongly disagree 0 0.0 
Total  20 100.0 
 
5.6 CONCLUSION 
 
Two rounds of Delphi consensus seeking questionnaires were conducted to seek the 
selected experts’ agreement on suggestions and provisional recommendations based on 
the findings of phase 1 of the study. A total of 20 experts with health expertise in health 
facilities, ministry of health and non-governmental organisations participated in the Delphi 
process. Consensus agreement was considered reached when the level of agreement 
reached 75% as the cut-off point. Matters achieving 50% and more, but less than 75% 
were forwarded to a second round of questioning seeking further agreement of the 
experts on the matter. 
 
The experts were agreed on conducting periodic health examination for patients who are 
apparently not sick and advised to include the periodic health check-ups in the community 
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or individual insurance system. The experts’ recommended that focal areas for periodic 
health check-ups should be screening for hypertension and its complications; screening 
for diabetes for patients with hypertension or BMI>25; measuring blood cholesterol level 
and counselling on healthy diet and obesity; Pap smear screening every 3 years 
beginning at age 21; clinical breast examination every 1-2 years for women over 50 years; 
STI screening and counselling; visual acuity screening using Snellen sight chart, and 
counselling on physical activity. The experts suggested that case finding for both 
hypertension and cervical cancer could plausibly be sought for patients who attended 
medical care in health facilities. Consensus was also reached on having case finding for 
diabetes and HIV. The experts did not agree on having case finding screening for obesity, 
smokers, physical inactivity, chronic obstructive pulmonary disease, and harmful use of 
alcohol. 
 
Agreement was reached on the need for having a separate unit with specialised health 
professionals to provide an effective health promotion, disease prevention and 
rehabilitation service to patients with non-communicable diseases, including 
hypertension. For such a role, health service providers’ skills needed to be developed 
and the availability of high quality and functional equipment, such as BP apparatus, was 
essential.  
 
Most of the experts agreed that health professionals had limited awareness, knowledge 
and skills on the prevention and treatment of hyperlipidaemia. The majority agreed that it 
was important to measure the blood cholesterol level of all patients over age 20 who had 
never tested or were eligible for repeated testing. In order to improve the health facilities’ 
low performance in health promotion, prevention and effective treatment of 
hyperlipidaemia (elevated blood cholesterol level), the experts suggested there was a 
need for policy level commitment (through evidence-based policy briefs and advocacy), 
in-service training for health professionals, skill development and awareness, and 
preparing and providing guidelines and other supportive materials in the health facilities. 
It was agreed that the inclusion of physical examination and laboratory test for screening 
of cardiovascular diseases as a routine patient care guideline was advisable. Linked to 
cardiovascular complications, the experts recommended that patients over 40 years old 
should undergo patient assessment for first stroke risk. It was also very important to make 
preventive risk assessment services available, especially for patients with high risk factors 
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such as family history, obesity and hypertension. Furthermore, preventive care needed 
to be well incorporated in health professional training by revising the medical curriculum. 
Providing in-service training, and job aid for health workers to recognise patients at high 
risk of developing major cerebrovascular diseases and stroke was also important. The 
addition of cerebrovascular disease screening and key trigger questions to the existing 
treatment algorithms was advisable. Moreover, the inclusion of preventive services in 
health insurance packages also encourages screening for cardiovascular and 
cerebrovascular diseases and their risk factors for stroke. Activities that could promote 
the community’s healthy lifestyles, such as sport activities, gymnasiums and recreational 
places, needed to be expanded and made available with fair access to the broad 
community. 
 
The majority of the experts agreed that it was advisable to counsel patients on cancer 
predisposing factors and screening tests available, using the opportunity of patients’ 
presence at the health facilities. Health professionals’ knowledge on cancer screening, 
diagnosis and treatment needed improvement. It was pointed out that cancer screening 
should be made affordable for the majority of the population and concomitantly avail 
cancer treatment centres. Cancer prevention approaches, such as taking women’s sexual 
history and screening for cervical cancer needed to be integrated with routine medical 
practices. Cancer investigations, such as mammography, colonoscopy and PAP smear 
needed to be available to the general population at an affordable price and effectively 
utilised by health service providers.   
 
The experts recommended assessing patients’ risks and screening for diabetes; visual 
acuity test using Snellen's chart as a routine part of visual/eye/sight examination or 
general physical examination, and asking patients’ smoking status and providing advice 
at health centres and hospitals that could support the quitting process. The experts 
suggested the integration of cigarette smoking rehabilitative services in the health 
system, even if only done in selected health facilities, while health education on health 
hazards of smoking, professional counselling service for addicted patients, facilitating 
peer-to-peer discussion to quit smoking was more feasible in Ethiopian health facility set-
ups. The experts agreed that blood alcohol level determination could readily be conducted 
in all health facilities and the recovery from alcoholism service should be provided only in 
specialised health care facilities with rehabilitation services. The experts pointed out that 
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alcohol producing companies were flourishing in the country with almost unrestricted 
advertisement freedom in all types of media to initiate and encourage alcohol 
consumption. The experts advised law enforcement to limit this as harmful alcohol 
consumption was becoming a public health problem and contributing to the high rate of 
road traffic accidents.  
 
The experts agreed that screening patients’ nutritional status should be assessed and 
reported and the health care staff needed to recognise this as an important aspect of 
patient care and a patient safety issue. Related to such patients’ care, the experts agreed 
on having patients’ BMI assessment in order to evaluate disease risk and diagnose 
disease status related to obesity or underweight as a routine health care service. The 
experts stated that it was expensive and not feasible to have physical exercise and 
rehabilitation units in all health facilities, therefore, they suggested that only hospitals 
need to have equipment and exercise devices for exercise and rehabilitation. The experts 
agreed that, in the Ethiopian context, selected adult immunisation services, such as for 
HPV, influenza and meningitis, needed to be available at health facilities integrating adult 
immunisation services with the child-only focused immunisation health care services. 
 
It was agreed that the Integrated Health Service (IHS) framework, adapted by the 
researcher from the linear “causation framework”, proposed in this study was plausible, 
thereby authenticating its applicability for chronic non-communicable, communicable, and 
nutrition-related health promotion, disease prevention and treatment in the Ethiopian set-
up. The experts reached consensus on interventions applied in each step of the 
integrated health system framework as an effective approach to curb the predisposing 
factors in causing health problems. 
 
Chapter 6 presents the findings, conclusions and limitations of the study and makes 
recommendations for further research. 
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CHAPTER 6 
 
FINDINGS, CONCLUSIONS AND RECOMMENDATIONS  
 
6.1 INTRODUCTION 
 
This chapter presents the findings, recommendations and conclusions drawn from the 
two phases of the study under the following sections: health promotion, disease 
prevention and integrated health care. The findings and conclusions from the patient 
interviews and the health facility managers’ responses to the questionnaire are presented 
in conjunction with the experts’ consensus on the different sections of health care. Why 
integrated health care service is not optimally provided is discussed and 
recommendations are made for providing promotive, preventive and curative health care 
service for the Ethiopian context. The limitation of the study is briefly described and 
recommendations made for practice and further research. 
 
6.2 PURPOSE AND OBJECTIVES OF THE STUDY 
 
The purpose of the study was to explore the level of integration of health promotion and 
disease prevention services with the curative care provided at hospitals and health 
centres in Addis Ababa; investigating the staffing, equipment and supplies readiness for 
the provision of these services, and develop a framework for enhancing the integration of 
health promotive, disease preventive and curative care in the context of Ethiopia. 
 
In order to achieve the purpose, the objectives of the study were to: 
 
 Explore the extent to which health promotion and disease prevention services are 
provided at public general hospitals and health centres. 
 Ascertain whether hospitals and health centres are adequately staffed with skilled 
health professionals to provide integrated promotive and preventive health care 
services to all patients seeking medical assistance.  
 Establish whether hospitals and health centres are adequately equipped with the 
essential equipment and supplies to provide comprehensive promotive and 
preventive health care services. 
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 Propose a framework for enhancing the integration of health promotion, and 
preventive and curative care within the context of Ethiopia.  
 
The Integrated Health Service (IHS) framework adapted from the ‘linear causation’ 
framework (Bonita et al 2006:103) aided the development of the operational definitions 
and instruments for this study, and is used to describe the level of health care provision, 
health facilities’ readiness and the experts’ agreement in providing an integrated curative, 
preventive and promotive health care service. The conclusions, based on the findings, 
are presented according to the purpose and objectives of the study and the sections of 
the questionnaire applied in phase1. 
 
6.3 FINDINGS 
 
The phase 1 and 2 respondents’ biographical information is presented followed by the 
findings from patients’ access to health care services, specific disease services, 
promoting a healthy lifestyle and/or as promoting positive health behaviour. Then follows 
the findings on how health promotion and disease prevention services are to be provided 
in an integrated manner with the curative health care. While the presentation follows the 
format of the patients’ questionnaire in phase 1, the description under each topic 
triangulates the findings from the patients, health service managers applied in phase 1 
and the Delphi consensus seeking findings of phase 2. 
 
6.3.1 Respondents’ biographical information  
 
The first phase of the study involved patients (100%; n=836) who attended a health 
service for curative medical care. Of the group, 61.1% (n=511) were females; 50.6% 
(n=423) were aged 26-45 years, and 50.8% (n=422) were married. Of the patients, 56.6% 
(n=473) had not completed Grade 12; 16.1% (n=135) had never attended school, and 
66.3% (n=548) had a monthly income below 3,500 Birr (equivalent to 175 USD).  
 
Of the health service managers in phase 1, 59% (n=13) were males, which reflects the 
common situation where managerial positions at health facilities are predominantly 
occupied by males (AHWO 2010:24). Of the health service managers, 81.8% (n=18) had 
five or less years’ managerial experience, and 81.8% (n=18) were diploma or degree 
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qualified in patient care, which indicated that the managerial roles were held by health 
care staff qualified in clinical areas. Of the managers, 77.4% (n=17) were under 40 years 
old, which concurred the AHWO (2010:21) finding that 79.2% (n=23,243) of the Ethiopian 
health taskforce was under 40 years of age.  
 
Of the experts who participated in phase 2, the average age was 36.4 years, ranging 
between 35 and 60 years (n=20; 100%). The experts’ average experience was 12.5 years 
derived from a range of 11 to 35 years’ experience and 75% (n=15) were males. Of the 
participants, 50% (n=10) were physicians, nurses and specialists working in hospitals and 
health centres; 15% (n=3) were from MOH, and 35% (n=7) were public health specialists 
from NGOs working in health promotion and disease prevention programmes. 
 
6.3.2 Access to preventative health care  
 
The study found that patient clinic visits present a vast opportunity for health promotion 
and disease prevention intervention activities as 56.4% (n=469) of the patients visited 
health facilities for treatment of acute or emergency health conditions. Of the patients, 
77.9% (n=651) did not go for periodic health check-ups and only sought curative services 
from the health facilities thereby indicating using the opportunity of  their presence and 
integrating promotive and preventive health care service could be practical and important 
for such patients. Low utilization of preventive services could be partly linked to the 
financial inaccessibility of the services as only 34.2% (n=284) of the patients were able 
to pay for an annual medical check-up that costs 1000-2000 ETB ($50-$100). Of the 
patients, 91.8% (n=766) did not have any kind of health insurance or medical coverage; 
84.5% (n=703) were able to pay for treatment received from the health facilities, and 1.4 
% (n=12) were covered through health insurance. This indicated that access to such 
preventive service is not easy for most patients. 
 
6.3.3 Disease-focused health promotion and disease prevention 
 
This section presents the status of targeted promotive and preventive health care service 
provision at the health facilities focused on chronic non-communicable diseases, such as 
hypertension, diabetes, TB and cardiovascular diseases. The health facilities’ staffing, 
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availability of equipment and medication to treat the disease conditions and the experts’ 
recommendations on specific disease prevention and treatment are also indicated. 
 
6.3.3.1 Hypertension 
 
Of the health facilities, 81.8% (n=18) indicated hypertension as the most common chronic 
disease treated at the health facility and 18.2% (n=4) reported hypertension as the most 
common cause of death. Yet, the blood pressure of 47.2% (n=394) of the patient 
respondents was not measured despite the common expectation that all health 
professionals must measure a patient’s vital signs prior to providing any treatment 
(Smeltzer et al 2010:66). This indicated that measuring the blood pressure of patients at 
health facilities was grossly overlooked by health service providers. This low performance 
in measuring blood pressure occurred despite 21.1 % (n=176) of the patients having a 
history of raised blood pressure that required attention. The problem of not measuring 
patients’ blood pressure does not seem to be related to lack of equipment, skilled staff 
nor shortage of medication as 86.4% (n=19) of the health facilities had adequate blood 
pressure apparatus in each examination room; 100% (n=22) had sufficient skilled staff 
who could take blood pressure, and 90.9% (n=20) had adequate anti-hypertensive drugs 
to treat hypertensive patients.  
 
There was a significant but low positive correlation between receiving promotive health 
care service and patients who were provided with a pamphlet or leaflet (rs=.149; p< 0.01) 
indicating an increase of promotive health care services  at health facilities where patients 
were provided with health education pamphlets or leaflets. Nevertheless, written health 
promotional or disease prevention materials on hypertension were not available in 72.7% 
(n=16) of the health facilities, and only 1.2% (n=10) of the patients had received any 
written educational material in the form of pamphlets or leaflets prepared for the purpose 
of promoting health or preventing disease. This indicates that the curative health care 
provided to hypertensive patients in most of the health facilities was not supported by 
promotive and preventive health education information which could easily be distributed 
by means of printed health promotional and disease prevention materials. 
 
In order to provide comprehensive health care related to hypertension, 85% (n=17) of the 
experts agreed that measuring blood pressure for all patients should be included in the 
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patient care guideline. This will help in detecting and treating subtle raised blood pressure 
that would otherwise remain unnoticed. There is also a need to build the health 
professionals’ capacity in relation to accepting and enhancing an integrated health care 
approach related to hypertension prevention. Of the experts, 80% (n=16) agreed that the 
majority of health service providers at health centres and hospitals lacked the knowledge 
and skills to provide health education and advice on leading a healthy lifestyle where 
smoking and stress is avoided or decreased, a healthy diet is followed and physical 
exercise is part of a regular routine, which is crucial in hypertension prevention. To 
improve the low integrated health care related to hypertension, 95% (n=19) of the experts 
agreed that making high quality and functional equipment available, such as BP 
apparatus; posting reminders for measuring blood pressure in outpatient and inpatient 
departments; regularly sensitizing health service providers on the importance of 
measuring blood pressure; conducting regular patient chart audits on measuring blood 
pressure; strengthening the health professionals’ responsibility and accountability at all 
levels, and preparing health facility policy and practical guidelines on measuring patient 
blood pressure, were important remedial activities. 
 
6.3.3.2 Cholesterol level 
 
Of the patients, 96.5% (n=796) had not undergone blood cholesterol testing during their 
visit to the health facilities, and 81.1% (n=678) had never undergone a blood cholesterol 
test. This indicated that the blood cholesterol check-up for patients was apparently not 
commonly practised. The CDC (2012:1) reported that in the US, 68% of adults had had 
their cholesterol levels checked during the preceding 5 years. In this study, the health 
facilities’ unpreparedness to provide a comprehensive health promotion and prevention 
service on raised blood cholesterol contributed to the low performance as 68% (n=15) of 
the facilities did not have equipment to measure blood cholesterol levels, or sufficient 
medical doctors who could diagnose and treat raised blood cholesterol, or the required 
essential medication to decrease raised cholesterol levels.   
 
Of the experts, 80% (n=16) agreed that the majority of health service providers working 
at the selected hospitals and health centres lacked the awareness, knowledge and skills 
on how to prevent and treat hyperlipidemia (elevated blood cholesterol), such as providing 
advice on lifestyle, healthy diet and physical exercise, and to treat patients suffering from 
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the disease. The experts recommend that any promotive and preventive intervention 
related to elevated blood cholesterol level needs improving the awareness, skill and 
knowledge of health service providers as well as of clients. Of the experts, 95% (n=19) 
agreed that the blood cholesterol level of all patients who had never been tested or who 
were eligible for repeated testing every five years beginning at age 20 (Harvard Medical 
School 2009:3) should be measured to identify those patients at risk. To improve the 
current health facilities’ low performance in health promotion, prevention and treatment 
of hyperlipidemia, 90% (n=18) of the experts agreed on preparing guidelines and 
supportive documents on hyperlipidemia prevention and treatment, integrating 
stakeholders, including nutrition experts, the  food and nutrition society and 
Pharmaceutical Fund and Supply Agency (PFSA); improving the health facilities’ 
laboratory capacity; encouraging medical equipment and supply importers  to import the 
technology and medical supplies for measuring blood cholesterol levels, and linking the 
care provided on hyperlipidemia with the health insurance system.  
 
6.3.3.3 BMI, weight, height and girth 
 
The health facility’s service provision related to obesity, including assessing patients’ 
body weight, height, body girth and body mass index (BMI) is discussed under this 
section. 
 
6.3.3.3.1 Body weight 
 
The body weight of 82.4% (n=688) of the patients’ was not measured against the standard 
patient physical examination procedures that recommend taking patients’ weight routinely 
(Bickley 2013:52). The problem of such oversight was further complicated because 31.1% 
(n=260) of the patients did not know their body weight and 59.9% (n=501) did not know 
their height, which is required when measuring BMI. However, of the respondents whose 
BMI was calculated using their self-report of body weight and height, 17.0% (n=55) were 
overweight, and 3.4% (n=11) were obese, indicating the missed opportunity for provision 
of integrated health care for overweight and obese patients. Overweight patients are at 
increased risk of fatal CHD and diabetes while a BMI at or above the current cut-off point 
for obesity (BMI ≥30 kg/m2) is associated with an elevated risk for all-cause mortality 
 
 
 
212 
compared with normal weight (18.5 to 24.9 kg/m2) (US Department of Health and Human 
Services 2014c:39-41). 
 
Considering the severity of the problem and simplicity of the examination, the experts 
(100%) unanimously recommended including the BMI assessment of all patients as a 
routine health care procedure at all health care facilities in order to evaluate disease risk 
and diagnose disease status related to obesity or underweight.  In addition, adults with a 
high waist circumference (girth) ( >88 cm for females and >102 cm for males) are at 
increased risk of developing health problems such as type 2 diabetes, cardiovascular 
disease and high blood pressure (Alberta Health Services 2013:3). However, of the 
patients, 90.9% (n=760) had not had their girth measured, thus indicating the importance 
of integrating promotive and preventive services, at least related to the above diseases, 
in curative care. For adult patients with a BMI of 25 to 34.9 kg/m2, sex-specific waist 
circumference cut-off values indicated above should be used in conjunction with the BMI 
to identify increased disease risk (Wilkinson et al 2013:37). 
 
6.3.3.4 Cardiovascular disease 
 
Cardiovascular diseases (CVDs) are a group of disorders of the heart and blood vessels 
which are the number one cause of death globally (WHO 2015b). Cardiovascular 
diseases were among the most prevalent of chronic diseases as well as the most 
common cause of death in 9.1% (n=2) of the health facilities. Yet, the health facilities’ 
readiness to provide a comprehensive health care service related to CVDs was 
insufficient evidenced by only 22.7% (n=5) having doctors or internists who could 
diagnose and treat cardiac-related conditions; only  31.8% (n=7) having the  appropriate 
medication to treat cardiovascular diseases; 100% (n=22) not having the necessary 
equipment (such as electro-cardiographs) to diagnose coronary heart disease, and only 
22.7% (n=5) having written  health education materials on CVD for their patients. Such 
constraints were accentuated when only 2.9% (n=24) of the patients were asked if they 
had typical symptoms of CVD disease indicating the low emphasis of service providers 
on taking history on these diseases. Clearly, then, there is little emphasis on the 
prevention and early diagnosis of cardiovascular diseases at the health facilities. Despite 
the apparent lack of promotive and preventative measures pertaining to cardiovascular 
disease, 90% (n=18) of the experts advised, at least for patients who are at risk or likely 
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predisposed  to CVD, that physical examination and laboratory tests for screening of 
cardiovascular diseases should be included in the  routine patient care guidelines at 
health care facilities in Ethiopia. The experts’ agreement on the need to provide 
comprehensive cardiovascular health care accentuates the mismatch between the 
disease epidemiology, health facilities’ poor preparedness to deal with CVD and the 
health service providers’ apparent lack of focus on CVD symptoms. 
 
6.3.3.5 Cerebrovascular incidents 
 
As a complication of cardiovascular disease, stroke risk increases with increasing age 
and is becoming one of the killer diseases in Ethiopia (Misganaw et al 2012:3). 
Cerebrovascular incidents manifesting as stroke require specialized health professionals, 
medical materials and medications for prevention, diagnosis and treatment (Goldstein, 
Bushnell, Adams, Appel, Braun, Chaturvedi, Creager, Culebras, Eckel, Hart, Hinchey, 
Howard, Jauch, Levine, Meschia, Moore, Nixon & Pearson 2011:538). However, the 
health facilities’ readiness for the provision of comprehensive health care related to 
cerebrovascular diseases is compromised as only 13.6% (n=3) had skilled doctors who 
could diagnose and treat cerebrovascular incidents; none (n=0; 0%) had Computerized 
Tomography (CT) scanning or Magnetic Resonance Imaging (MRI) equipment for 
diagnosis and investigation of the extent of stroke damage to the brain, and only 27.2% 
(n=6) had medication for the prevention and treatment of strokes. Of the facilities, 63.6% 
(n=14) had skilled staff who could provide health education on the prevention of strokes, 
while only 15.0% (n=3) had written health education material on strokes for patients, 
thereby indicating the disconnection between the availability of skilled health 
professionals and health educational materials. 
 
Health care providers’ assessment of patients  at risk for a first stroke was inadequately 
provided as only 7% (n=19)  of the patients older than 40 years were asked if they had a 
history of stroke, and were assessed or  advised on the prevention and risks of having a 
stroke . However, it is advisable for patients with some stroke risk factors, such as age 
over 40, hypertension, diabetes, cardiac diseases, obesity, cigarette smoking, or being 
male, should undergo an assessment of stroke risk (American Heart Association and 
American Stroke Association 2011:562). Of the experts, 90% (n=19) agreed that patients 
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over the age of 40 years should undergo an assessment for first stroke risk. This 
emphasises the importance of having stroke risk assessment guidelines for the country.  
 
The experts’ comprehensive recommendations on cerebrovascular disease prevention 
were closely linked to the prevention of cardiovascular diseases, which contribute greatly 
to stroke accidents (American Heart Association and American Stroke Association 2011: 
538). The experts recommended: increasing an awareness  within the population on 
cerebrovascular diseases and their risk factors; making preventive risk assessment 
services available, especially for patients with high risk factors, such as having a family 
history, obesity and hypertension; incorporating preventive medicine in the medical 
education and training process by revising the curriculum of medical students; providing 
in-service training, job aid (check-list for reminder) for health workers to recognise and 
select patients at high risk of developing major cardiovascular diseases and/or stroke; 
including preventive services in health insurance packages; promoting community 
healthy lifestyles by propagating  sport activities, utilization of  gymnasiums and 
recreational places, and making essential medicines and technologies, such as EKG, 
Echocardiography, CT and MRI, available at reasonable prices for the general population. 
 
6.3.3.6 Cancer 
 
Health professionals can use the opportunity of patient contact for the provision of   
appropriate cancer screening service and cancer preventive health life advice (CDC 
2012:93). However, of the patients, 91.9% (n=793) had not been asked if they had any 
history of cancer nor were they advised on having a screening test for cancer. The experts 
agreed (91.9%; n=19) that it is advisable to counsel patients on cancer predisposing 
factors and to use the opportunity of one-to-one patient-centred advice for patient specific 
cancer screening purposes. Integrated cancer screening programmes should be 
organised to ensure that a large proportion of the target group is screened and that those 
individuals in whom abnormalities are observed receive an appropriate diagnosis and 
therapy (WHO 2015c). To meet this objective, health facilities’ readiness in terms of 
human resources, equipment, supplies and medication is important. 
 
Regarding their preparedness to provide optimal cancer prevention service and care for 
patients suffering from cancer, 54.5% (n=12) of the health facilities could not conduct 
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blood laboratory tests for blood count and morphology to make distinctions for blood 
cancer, such as leukaemia; 4.5% (n=1) had equipment to conduct Fine Needle Aspiration 
(FNA) tests; 9.1% (n=2) could conduct sigmoidoscopic or endoscopic examinations; none 
(0.0%; n= 0) could perform tissue biopsy analysis for distinguishing cancerous growths  
from non-cancerous lesions; none (0.0%; n=0) could conduct mammographic 
examinations for early diagnosis of breast cancer, and none (0.0%; n=0) could perform 
the prostate antigen test for diagnosis of prostatic cancer. In addition, of the facilities, only 
9.1% (n=2) had doctors, internists, or oncologists that were able to diagnose and treat 
cancer patients; 59.1% (n=13) did not have staff to provide health education and 
counselling on the prevention of cancer; 10% (n=2) had written materials for patients on 
cancer prevention and treatment; only 4.5% (n=1) could provide chemotherapy for 
patients suffering from cancer, but radiotherapy for cancer patients was not available at 
any (0.0%; n=0) of them. These findings point to the health facilities’ poor preparedness 
for cancer prevention and care which highly compromises the provision of integrated 
cancer care for their patients. 
 
For the provision of an integrated cancer prevention and treatment service, the experts 
recommended that health professionals’ knowledge on cancer screening, diagnosis and 
treatment must be improved; cancer screening and treatment should be made affordable 
for the majority of the population; cancer prevention approaches, such as taking women’s 
sexual history and screening for cervical cancer, should be integrated in routine medical 
practices; cancer investigations, such as mammography, colonoscopy, PAP smear, 
should be made available at affordable prices to the general population and must be 
effectively utilized by health service providers. 
 
The health promotion and prevention services provided in relation to the common cancer 
diseases, namely breast, cervical, prostate and colonic cancer, are discussed next. 
 
6.3.3.6.1 Breast cancer 
 
Breast cancer is the second most prevalent of female cancers (Imran et al 2013:144); 
mammographic tests are essential in detecting early breast lesions, and check-ups for 
females over 40 years are advised every two years (WHO 2014c:12). Of the female 
patients, 85.2% (n=264) over 40 years old had never had a breast mammographic check-
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up and only 8.2 % (n=26) had been asked by the health service providers if they had ever 
undergone a mammographic test. Of the experts, 85% (n=17) agreed that including 
mammography screening for women over 40 years in periodic health check-ups every 1-
2 years could have a positive impact on the current low service performance on breast 
cancer prevention and treatment. This is consistent with the US Department of Health 
and Human Services, Office on Women’s Health (2011) guideline on mammographic 
breast screening every 2 years for women, starting at age 50. 
 
Clinical breast examination detects a substantial proportion of breast cancers if it is the 
only screening test available. Having clinical breast cancer screening tests and advice 
on self-breast examination are both affordable and useful in resource-limited settings 
like Ethiopia, yet 80.8% (n=405) of the female patients had never had a clinical breast 
examination. During their visit to the health facilities, 89% (n=453) of the female patients 
were not provided with a clinical breast examination and were not advised on the 
importance of doing regular self-breast examinations.  Of the experts, 80% (n=16) 
recommended actively looking for patients at risk of breast cancer during their routine 
patient examination. Therefore, the missed chance in linking breast cancer preventive 
services with the routine health care service and the patients’ low service use of 
mammographic check-ups, clinical breast examination, and self-breast examination, and 
the experts’ recommendations on breast cancer preventive services emphasises the 
need for an integrated health service (IHS) at the health facilities. 
 
6.3.3.6.2 Cervical cancer 
 
Cervical cancer is the most common female cancer and the most common cause of 
female cancer death in the Sub-Saharan region (Imran et al 2013:144), yet preventive 
services in this regard are not provided comprehensively to the patients at the health 
facilities. The USPSTF (2014:19) recommends the Papanicolaou (PAP) smear test as an 
important means of detecting early cervical precancerous changes. Of the female 
patients, 92.2% (n=296) were not asked if they had ever had a PAP test and/or had not 
been advised on the importance of having the test, thereby indicating the minimal 
integration of  cervical cancer screening  and intervention in the routine health care 
system. Given the US Department of Health and Human Services’ (2011) guidelines that 
women 21 years and older, and women under 21 years who have been sexually active 
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for three years should undergo a PAP smear test at least every 3 years, the findings of 
this study indicate many opportunities for preventive care being wasted.  
 
As a cervical cancer preventive approach, the human papilloma virus (HPV) vaccine can 
be used to minimize the effect of exposure to cervical precancerous growths and invasive 
cancer (WHO 2014g: 104). The CDC (2015e) recommends that all women aged 26 years 
and younger and all men aged 21 years and younger receive three doses of the HPV 
vaccine. Of the patients in this age group, 93.3% (n=194) were not asked if they had been 
given the HPV vaccination and/or were not advised on its importance. This is 
interconnected with the unavailability of cervical cancer health care service at the health 
facilities as only 13.6% (n=3) of the facilities provided adult immunization for female HPV 
and none (0.0%; n=0) provided adult immunization against male HPV. This indicates the 
need for health facilities’ readiness to make cervical cancer preventive services available. 
Of the experts, 95% (n=19) agreed on the importance of integrating cervical cancer 
prevention approaches, such as taking women’s sexual history, immunization against 
HPV and screening and using PAP smear, in routine medical practice. 
 
6.3.3.6.3 Prostate cancer 
 
There is no consensus on the age to start prostate cancer screening and on the benefits 
of prostate screening, although 40 years of age is widely accepted as a reasonable time 
(Prostate Cancer Foundation 2016). The American Urological Association (2017) 
recommends a routine screening using the Prostatic Antigen Test (PSA) at intervals of 
two years for men between 55 and 69. Of the male patients, only 1.8% (n=2) were asked 
about the risk of prostate cancer and advised on having screening, while none (0.0%; 
n=0) over 40 years had been recommended by health professionals to have a prostatic 
antigen test for prostatic cancer screening. This indicated a great need for prostatic 
cancer preventive services since not one (0.0%; n=0) of the health facilities were in a 
position to conduct prostate antigen tests for diagnosing prostate cancer. 
 
6.3.3.6.4 Colorectal cancer 
 
Colorectal cancer is common in Ethiopia and the number one cause of male cancer (WHO 
2014f). Despite the recommendation of having an annual screening with high sensitive 
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Faecal Occult Blood Test (FOBT) for adults aged 50-75 (USPSTF 2014:24), of the 
patients over 50 years of age, 93.6% (n=147) were not advised on the importance of 
having the faecal occult blood test, and 73.7% (n=129) had never undergone such a test. 
This indicated a frequent and wide disregard of health professionals of colorectal cancer 
prevention. Likewise, of the patients over 50, 84.8% (n=151) had not undergone 
sigmoidoscopic and colonoscopy investigations, procedures in which a tube is inserted 
in the rectum to view the colon for signs of cancer (USPSTF 2014:24). Of the health care 
facilities, 95.5% (n=21) were not set up to help more people get tested for colorectal 
cancer screening. Of the experts, 85% (n=17) recommended that screening for colorectal 
cancer for patients over 50 years old, using faecal occult blood testing, should be 
implemented. 
 
6.3.3.7 Lung conditions  
 
Chronic Respiratory Diseases (CRDs) are among the main lung diseases that contribute 
to the global disease burden (WHO 2012c:39). Yet, the health care facilities gave minimal 
attention to chronic respiratory diseases signs and symptoms in taking patients’ history 
and advising them on the prevention approaches. Of the patients, 88.7% (n=741) had not 
been asked by the health service providers whether they had chronic lung disease 
symptoms, such as a prolonged cough, wheezing and shortness of breath, nor were they 
advised on how to prevent chronic diseases, such as asthma and TB. Tuberculosis was 
the most common prevalent chronic disease and the most common cause of death from 
chronic diseases in 9.1% (n=2) of the health care facilities.  
 
The health care facilities were deficient in being able to diagnose and manage chronic 
lung diseases as only 13.6% (n=3) had x-ray facilities to facilitate the diagnosis of chronic 
lung disease; none (0%; n=0) had spirometer equipment to conduct lung function tests; 
77.3% (n=17) had no doctors or internists who could diagnose and treat chronic lung 
disease conditions, and 50% (n=11) had a shortage of chronic lung disease medications. 
Of the health care facilities, 63.6% (n=14) had staff who could provide health education 
on how to prevent common chronic lung diseases, and 75% (n=15) had health education 
material on TB prevention available. Pertaining to chronic lung diseases, the experts 
agreed to have active case finding for tuberculosis (80%; n=16) but only reached a 50% 
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(n=10) agreement on actively screening for COPD (Chronic Obstructive Pulmonary 
diseases). 
 
6.3.3.8 Joint stiffness and arthritis  
 
Rheumatic or musculoskeletal conditions comprise over 150 diseases and syndromes, 
which are usually progressive and associated with pain. Musculoskeletal conditions are 
leading causes of morbidity and disability, giving rise to enormous health care 
expenditures and loss of work (WHO 2016a). Even though joint disorders and arthritis 
occur in all age groups (but are common in old age) and provision of health education on 
patient lifestyle, preventive advice and treatment is important, 84.3% (n=702) of the 
patients were not asked if they had arthritis or joint disorder symptoms. Of the patients, 
31.9% (n=267) indicated that they had a history of arthritis or joint symptoms, and 28.8% 
(n=77) of them could hardly do anything they would like to do because of the disease. 
This shows missed opportunity of identifying patients with joint problems as well as for 
the provision of appropriate advice for the prevention and treatment of the diseases. Of 
the health facilities, 95.5% (n=21) did not have the set-up to provide physiotherapy for 
patients with joint problems, which indicates the degree of under- preparation of health 
facilities for the provision of service to patients in need of such care. 
 
6.3.3.9 Kidney disease 
 
Screening individuals at high risk for chronic kidney diseases (CKD), including those older 
than 50 years; a history of diabetes, hypertension, cardiovascular disease, and with a 
family history of CKD, may prevent or delay CKD. In those who already have CKD, proper 
treatment can slow down the progression of the disease and minimize complications 
(CDC 2014c:4). Thus, enquiring from patients about symptoms of kidney problems and 
providing advice on underlying disease control, diet, and salt and water intake can help 
disease prevention and treatment related to kidney diseases. Yet, of the patients, 80% 
(n=668) were not examined for signs and symptoms of kidney disease nor were they 
provided with preventive advice. In addition, for patients with suspected kidney diseases, 
conducting kidney function test is less commonly practiced (47.8%; n=77). This shows 
the low level of integrated kidney disease-related preventive and treatment services at 
health facilities.  
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6.3.3.10 Vision impairment 
 
The visual acuity test is considered a routine part of an eye examination during a general 
physical examination (Medical Encyclopaedia 2015). Nevertheless, of the patients, 89.6% 
(n=742) were not examined for visual impairment, thereby indicating a missed opportunity 
for prevention and treatment of patients with visual problems. Of the patients, 24% 
(n=201) reported that they had little to extreme difficulty in recognizing a friend across the 
street. In order to improve the oversight of patients with eye problems, all the experts 
(100%; n=20) agreed that a visual acuity test using Snellen’s chart had to be a routine 
part of an eye examination during general physical examination and 80% (n=16) of the 
experts agreed that such test should be included  in the periodic health check-up list.  
 
6.3.3.11 Diabetes 
 
According to the International Diabetes Federation (IDF) (2014), there were 2.1 million 
people living with diabetes in Ethiopia with 34,262 deaths occurring each year from 
diabetes and diabetes-related complications. Diabetes mellitus was the most prevalent 
chronic disease treated at 31.8% (n=8) of the health facilities.  Of the patients, 10.3% 
(n=85) confirmed that they were diabetic. The prevention of diabetes involves regular 
patient risk assessments (for genetic, environmental, behavioural or social factors) and 
proactive follow-up screening and tests to detect disease early (Ministry of Health and 
Long-term care 2007:22). Of the patients, 90.0% (n=751) were not asked if they had 
diabetes or symptoms of diabetes, which indicated that the assessment of patients’ 
condition and improving their knowledge about the risks for developing diabetes were 
omitted during examination. Likewise, 92.3% (n=770) of the patients did not undergo a 
urine or blood test for diabetes screening or follow-up purposes, indicating a gap in 
detecting the disease early.   
 
The low performance in integrated diabetes prevention and patient care seemed to be 
related to the health facilities’ set-up readiness. Of the health facilities, 50% (n=11) did 
not have staff who could diagnose and treat diabetic patients; 63.6% (n=14) did not have 
trained staff who could provide health education to patients on how to promote a healthy 
lifestyle and prevent diabetes, and 18.2% (n=4) did not have laboratory facilities to test 
fasting blood sugar levels. In addition, only 27.3% (n=6) of the health facilities had 
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medication to treat diabetes, and 45% (n=9) had written material on diabetes prevention 
for patients. 
 
To improve the health facilities’ under-performance in diabetes prevention and care 
through the provision of comprehensive health care, 95% (n=18) of the experts agreed 
that assessing patients’ risks and screening for diabetes as a routine part of health 
examination or general physical examination is essential. Of the experts 85% (n=17) 
agreed on applying a case finding approach for diagnosis of diabetes and on having 
diabetes screening as a periodic check-up for hypertensive patients or patients with a 
BMI>25 (n=19; 95%). The experts (85%; n=17) agreed further that screening priority must 
be given to patients who had a high risk for diabetes, such as patients with a family history 
of diabetes; some genetic predisposition; living unhealthy lifestyles, and/or with other 
chronic non-communicable diseases. The experts’ recommendations were in line with the 
American Diabetes Association’s (2016) emphasis that the opportunistic screening for 
diabetes in a clinical setting of individuals at high risk (who have a family history of type 
2 diabetes in first- and second-degree relatives, hypertension or dyslipidemia) is 
important. 
 
6.3.3.12 HIV/AIDS 
 
At 31.8% (n=7) of the health facilities, HIV/AIDS was the most prevalent chronic disease 
treated and also the most common cause of death. However, the overall preventive 
service at the health facilities related to STIs, including HIV/AIDS, had been inadequately 
provided. Despite the expectation that health service providers should obtain sexual 
histories of their patients and address risk reduction for STIs during clinical encounters 
(Workowski & Bolan 2014:6), 86.8% (n=724) of the patients were not asked about their 
STI risk behaviour or advised on risk reduction.   
 
Contrary to the Ethiopian Ministry of Health’s (2010b:36) National training package 
provider-initiated HIV testing and counselling, the majority of the patients (67.7%; n=567) 
were not asked about their previous HIV test status nor were they counselled for HIV 
testing. This lack of preventive measures is emphasised by the patient self-risk 
assessment, which indicated that 15.4% (n=128) of the patients perceived themselves to 
have a medium to high risk for HIV infection and 24.8% (n=207) had never been tested 
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for HIV. To improve such missed opportunity for HIV testing and diagnosis 
(Wendimagegn et al 2010:10) and provide comprehensive HIV/AIDS and other STIs 
prevention services, the majority of experts agreed on having periodic check-ups for STI 
screening and counselling (80%; n=16) and on including HIV in the case finding diseases 
list (85%; n=17).  
 
6.3.4 Promoting a healthy lifestyle 
 
Promoting a healthy life style can be achieved by means of different forms of 
communication with patients and the broader public, dealing with aspects such as the 
importance of taking a balanced diet and regular exercise, and avoiding alcohol abuse 
and cigarette smoking. It can quite easily be integrated into the routine health care 
system. Of the experts, 80% (n=16) agreed that many of the health professionals lacked 
adequate skills and knowledge to provide advice on adhering to a healthy lifestyle and 
that health professionals’ capacity and competence in preventive health care areas 
needed to be increased.  
 
6.3.4.1 Healthy diet 
 
The study found little evidence of promoting patients’ health through health education or 
one-to-one counselling on specific lifestyle areas such as diet.  Of the patients, 79.7% 
(n=665) were not advised or educated on a balanced diet; 88.4% (n=737) had never 
sought nutritionists’, doctors’ or nurses’ advice on healthy eating habits; 43.9% (n=367) 
were of the opinion that they were taking a balanced diet, while 42% (n=351) indicated 
that they did not have the necessary skills to prepare a balanced diet that was good for 
their health. Therefore, integrating patients’ diet intake assessment and providing a 
promotive and preventive service in this regard was not adequately performed. These 
results indicate a great need for health education pertaining to a balanced dietary intake. 
 
For the provision of an integrated promotive and preventive service pertaining to 
nutritional problems, 72.7% (n=16) of the facilities confirmed that they had staff who could 
provide health education and advice on healthy diet and prevention of nutritional 
problems; 50% (n=11) did not have staff who could diagnose and treat nutrition-related 
diseases, and only 9.1% (n=2) had laboratory facilities that could test for specific 
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nutritional deficiencies. Of the health facilities, 36.4% (n=8) did not have nutrient formula 
supplies to treat patients with diseases such as kwashiorkor and marasmus, which 
indicated a lack of preparedness to diagnose and treat diseases related to nutritional 
problems. To improve such low performance in view of an integrated health care service 
related to a healthy diet, 95% (n=19) of the experts recommended that patients’ nutritional 
status must be assessed and reported on and that health care staff recognize this is as 
an essential aspect of patient care and safety. 
 
6.3.4.2 Physical exercise 
 
The findings indicated that promoting a healthy lifestyle by providing health education and 
advice on the need for regular exercise was not widely practiced by the health care 
providers. Of the patients, 80.4% (n=671) were not advised or educated on the 
importance of having physical exercise. In addition, of the patients 83.8% (n=699) had 
not engaged in any aerobic physical exercise, such running, calisthenics, gardening, or 
walking for exercise during the last month and 81.5% (n=681) had not participated in any 
anaerobic exercises that help to strengthen muscles, such as using their own body weight 
like sit-ups or push-ups, or using weight machines, free weights, or elastic bands. This 
indicated that in the community where physical exercise was poorly followed there was 
inadequate promotion of a healthy lifestyle by the health professionals through advising 
and counselling on the benefits of physical exercise for health.  
 
The integration of physical activity with patient care at the health facilities was also found 
to be insufficient. Of the health facilities, 95.5% (n=21)  did not have equipment for 
rehabilitation or physical exercise for patients who required physiotherapy or exercise; 
only 9.1% (n=2) had a physiotherapist or trained health staff to provide service and advice 
on physical exercise;  none (0%; n=0) had physical exercise equipment  to help to detect 
patients’ anaerobic and aerobic capacity, and 63.6% (n=14) did not have trained staff who 
could provide health education on the importance of physical exercise and promote a 
healthy lifestyle.  
 
To improve the population’s poor performance of physical exercise and enhance the 
provision of an integrated health care service related to physical activities at health 
facilities, 95% (n=19) of the experts agreed that integrating patients’ screening for 
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physical (in)activity and provision of advice on physical exercise in routine health care is 
important. Of the experts, 85% (n=17) recommended that activities that could promote 
the community’s healthy lifestyles such as sport activities, gyms and recreational places 
should be expanded and made available with fair prices and access to the community. 
Of the experts, 85% (n=17) suggested that it was expensive and not feasible to have 
physical exercise and rehabilitation units in all health centres, but was important to have 
them in all hospitals.  
 
6.3.4.3 Cigarette smoking 
 
Assessing patients’ cigarette smoking status and advice on the adverse effects of 
cigarette smoking on health was not integrated into the routine patient care as a strategy 
for promoting a healthy lifestyle. Of the patients, 94.7% (n=788) had not been asked if 
they smoked cigarettes. Of the patients who smoked, 31.2% (n=5) had been told of the 
effects of cigarette smoking in decreasing lung function and being a risk factor for 
developing cancer. However, although 21.3% (n=177) of the patients were  exposed to 
indoor public space smoking on a regular basis, service providers’ enquiry  about patients’ 
exposure to second-hand smoking status was  minimal (n=9; 1.1%). The CDC (2012:1) 
found similar poor intervention of health service workers pertaining to preventive actions 
to reduce the use of tobacco, stating that more than one third (37.3%) of outpatient visits 
had no documentation of tobacco use status; just one in five (20.9%) who screened 
positive for tobacco use received tobacco cessation counselling. Of the experts, 85% 
(n=17) suggested that for the Ethiopian context,  enquiring about patients’ smoking status 
and providing advice should be an essential component of health care service in health 
centres and hospitals to make health professionals play a key role in fighting tobacco use. 
 
According to Leuthard, Beebe, Halstead, Olson and Roysdon (2015:65), integrating a 
rehabilitation unit for diseases related to cigarette smoking into the health care system is 
essential. However, the health facilities in the study were not yet ready for such a 
responsibility. Of the health facilities,  none (0%; n=0) had a rehabilitation unit for patients 
who needed to quit smoking nor laboratory equipment  to test  and monitor blood nicotine 
levels of  their patients; 50% (n=11) did not have trained staff that could promote a healthy 
lifestyle and prevent cigarette smoking; 22.7% (n=5) had trained staff that could provide 
rehabilitation services for patients in need of ceasing smoking, and only 9.1% (n=2) had 
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the medication to help smokers quit smoking cigarettes. Of the experts, 85% (n=17)  
considered the integration of cigarette smoking rehabilitative services in the health system  
as essential, even if it was only done in selected health facilities. The experts agreed that 
education on the health hazards of smoking, professional counselling for addicted 
patients, and facilitating peer-to-peer discussion to quit smoking was feasible in all 
Ethiopian health facility set-ups.  
 
6.3.4.4 Alcohol abuse 
 
Clinicians and health care systems must consistently try to identify adults, particularly 
young adults and pregnant women, with hazardous or harmful drinking patterns, and 
provide appropriate counselling (Wilkinson et al 2013:14). Of the experts, 90% (n=18) 
agreed that in the Ethiopian health care context, screening for harmful use of alcohol and 
brief counselling and referring for treatment was recommended during routine health care 
provision. However, of the health professionals, 92.3% (n=770) failed to take patients’ 
history on drinking alcohol, which showed that promoting patients' lifestyle in this respect 
was largely disregarded. In this study, of the patients, 25.7% (n=211) took at least one 
alcoholic drink in a frequency ranging from one to four days per week while 2.5% (n=21) 
took at least one alcoholic drink almost every day of the week. The alcohol per capita 
(APC) rate for Ethiopia is 4.2% with 3.1 % of Ethiopian drinkers considered to be heavy 
episodic drinkers (WHO 2014b: 289-305). Of the patients who were at risk of alcohol side 
effects to their health, 82.3% (n=182) were not investigated for liver diseases. The 
limitation in providing preventive services in relation to alcohol abuse  was evidenced 
when no health facility (n=0; 0%) had laboratory tests to monitor blood alcohol levels, or 
a rehabilitation unit to help to quit from alcoholism; 54.5% (n=12) had no staff that were 
able to provide health education and advice on a healthy lifestyle to prevent alcohol 
abuse, and 9.1% (n=2) had adequate medication and trained health staff that could assist 
with the  rehabilitation  of patients that needed to cease alcohol addiction.  
 
Of the experts, 80% (n=16) agreed that there should be a comprehensive approach to 
harmful use of alcohol and highlighted the importance of legislative interventions to curb 
the extensive use of alcohol. The experts agreed that for the Ethiopian context, laboratory 
facilities to test and monitor blood alcohol levels should be initiated in all health facilities 
and only selected health facilities to establish a rehabilitation unit that can support patients 
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in quitting from alcoholism. Alcohol producing companies were said to be flourishing in 
the country with almost unrestricted advertisement in all media that encourage and 
promote alcohol consumption. The experts suggested law should be enacted and 
enforced to limit the adverts on alcohol as harmful use of alcohol is becoming a public 
health problem in Ethiopia. There should also be strict prohibition on selling alcohol to 
underage children (younger than 18 years). Alcohol drinking is one of the major factors 
in road traffic accidents therefore alcohol detectors for drunk drivers need to be strictly 
applied. Moreover, the experts suggested establishing a unit at health facilities to treat 
alcohol withdrawal treatments. Mass media, health professionals and spiritual leaders 
can play a major role in providing health education on the harmful effects of alcohol, such 
as addiction and its untoward psycho-social problems, drug interaction, and liver 
diseases. 
 
6.3.5 Promoting positive behavioural changes 
 
Providing counselling on specific disease behavioural changes is important for better 
outcomes of patient care. Health facilities can provide the behavioural changes required 
to prevent specific diseases by integrating it with routine care. However, the possibility of 
overlooking the provision of promoting positive behavioural changes is not uncommon, 
therefore, 95% (n=19) of the experts recommended that a stringent and structured 
protocol for such service provision be put in place. Therefore, whenever appropriate, 
actively prompting patients’ behavioural assessment on risky sexual behaviour, use of 
family planning, immunization and planning for a healthy pregnancy and baby is essential. 
In addition, to comprehensively address the socioeconomic effect of risky behaviour on 
patients’ health, housing and environmental conditions, overcrowding, emotional stress 
from not having enough financial  reserves for food and housing, and dissatisfaction with 
their way of life need to be assessed and addressed by health professionals, or referred 
to other health and social professionals. 
 
6.3.5.1 Avoiding sexual risk behaviour 
 
Assessing patients on sexual risk behaviour can avert infection of patients and partners 
from sexually transmitted infections (STIs) provided that counselling on positive health 
behaviour and risk reduction are promoted (Workowski & Bolan 2014:6). However, 
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assessing patients' sexual risk behaviour for STI was widely neglected as indicated by 
86.8% (n=724) of the patients. As a result, the opportunity to provide counselling to 
patients on promoting positive health behaviour related to STI, including patients who run 
high risk for HIV infection (15.4%; n=128), was  not utilised. Therefore, health education 
on life skills that promote positive health behaviour and STI risk reduction need to be 
integrated in routine health care. Eighty percent (n=16) of the experts agreed on having 
periodic check-ups for STI by screening and counselling.  
 
6.3.5.2 Use of family planning and preparing for healthy pregnancy 
 
Similarly, for females of reproductive age, assessing and counselling on their need for 
family planning, a healthy pregnancy and healthy baby can promote healthy behaviour 
and positive health outcomes. The health professionals did not focus on sex and age 
specific health promotive services, as 79.2% (n=328) of the women of reproductive age 
were not asked about their use of  family planning methods, nor were they counselled on 
their planning for a healthy pregnancy and baby (74.4%; n=308). 
 
6.3.5.3 Use of immunization 
 
Positive behavioural changes in the use of adult routine immunization, including vaccine 
against hepatitis A, hepatitis B, herpes zoster, human Papilloma virus, influenza, 
measles, mumps, rubella, meningococcal, pneumococcal, Haemophilus influenza type b, 
tetanus, diphtheria, pertussis and varicella is important (Immunization Action Coalition 
2015). The positive behavioural changes have to comprehensively include service 
providers, patients and health facilities’ service readiness. This is because the service 
providers did not ask 88.7% (n=736) of the patients about their needs for adult 
immunization nor advise them on the importance of having the immunization. Of the 
health facilities, 95.5% (n=21) provided immunization service for children under the age 
of one and 77.3% (17) provided immunization for children aged between one and five 
years. The CDC (CDC 2015e) recommends immunization for patients between ages 18-
25 years to prevent the human Papilloma virus (HPV) infection.  However, of the patients 
in this age group, 93.3% (n=735) had not been asked if they had had HPV vaccination 
nor were they advised on its importance. This was highly linked with the health facilities’ 
diminished readiness in terms of providing such adult immunization services, compared 
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to child immunization. Of the health facilities, none (n=0) provided HPV immunization for 
males and only 13.6% (n=3) provided HPV immunization for female patients. Of the 
experts, 80% (n=16) confirmed the importance of integrating selected adult immunization 
services, such as for HPV, influenza, and meningitis, into the current child focused 
immunization program.   
 
6.3.5.4 Addressing the effects of housing and environment on health 
 
Promoting positive health behaviour in relation to socioeconomic factors of health 
determinants was not widely addressed at health facilities. Housing, environmental 
conditions and patients’ psycho-social well-being are among the important factors 
contributing to an individual’s health (Oni et al 2014:4), but investigating patients on these 
aspect was grossly neglected. Of the patients, 96.3% (n=794) were not asked and 
advised on the importance of housing and environmental conditions for health; 59.6% 
(n=494) lived in one- or two- roomed houses, and 31% (n=79) of the patients lived in 
single-roomed houses with three or more family members. 
 
6.3.5.5 Supporting patient emotion and improving satisfaction in life 
 
Of the patients, 98.1% (n=814) were not asked and counselled on their need for emotional 
support. However, of the patients, 13.7% (n=115) usually worried about not having 
adequate money for house rent or mortgage fees; 15.1% (n=126) usually worried about 
not having sufficient money for food, and 24.9% (n=207) were dissatisfied with their way 
of life. This study found a significant but low positive correlation between receiving 
promotive health care service and the patients’ satisfaction with their way of life (rs= .121; 
p< 0.01) indicating that if patients are satisfied with their way of life, they tend to receive 
promotive health care services. Similarly, there was a significant but low positive 
correlation between receiving preventive health care service and satisfaction with way of 
life (rs=.116; p< 0.01), which also indicated that patients who self-reported being satisfied 
with their life tended to receive more preventive services at health facilities. This could be 
because people who are satisfied with their lives tend to worry less over shortage of 
money and are more interested in good health and ask about promotive and preventive 
health matters when the opportunity arises. It is unacceptable that 98.1% (n=814) of the 
patients had not been asked about their need for emotional support or given guidance on 
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positive health behaviour to address their pyscho-social needs. In fact, proactive 
investigation of patients’ emotional support could have resulted in referral to health 
professionals trained in psychiatric support. 
 
6.3.6 Findings and conclusions on health promotion and disease prevention 
approaches 
 
This section includes the overall recommendations from phase 1 and phase 2 findings.  
The findings covered under this section focused on the two screening approaches 
namely, case finding and periodic health examination, which are useful in disease 
prevention and which were emphasised in this study. 
 
6.3.6.1 Screening 
 
Screening is a process of identifying apparently healthy people who may be at increased 
risk of a disease or health condition (UK National Screening Committee 2012). In this 
study, screening service provision was classified as a case finding approach that is 
integrated in the routine health care service and as a periodic health examination that is 
conducted every 1-2 years. The main reason for integration of screening for certain 
diseases in the routine health care service was to use patients’ presence as an 
opportunity for disease detection. It should be noted, however, that the type of screening 
services suggested by the experts to be provided as a case finding service can also be 
provided during periodic health examinations. For example, screening for hypertension 
and its complications; cervical and breast cancer, and STI screening and counselling. 
 
6.3.6.2 Case finding  
 
Case finding refers to testing or screening of patients for conditions other than ones for 
which they sought medical care. According to Dermot et al (2009:4), case finding among 
people attending primary health care services is a central part of PHC’s contribution to 
NCD control. The importance of finding cases during routine health care for a particular 
gender, age group and disease, such as hypertension, diabetes, cervical cancer, 
tuberculosis, obesity, breast cancer and STI, can lead to early diagnosis and preventative 
measures or treatment   before disease progression can take place. Case finding can be 
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provided as part of routine health care or during physical examination. The experts 
reached consensus (90%;n=18) that, in the Ethiopian health facility set-up, case finding 
testing or screening  of patients for conditions other than the medical care they sought at 
a particular time can be performed using the opportunity of patients’ presence at health 
facilities. The experts agreed on the plausibility of case finding in view of for hypertension, 
diabetes, cervical cancer, breast cancer, HIV and TB, and for patients at high risk for STI. 
 
6.3.6.2.1 Case finding for hypertension  
 
Despite the experts’ recommendation and the common expectation that all health 
professionals measure patients’ vital signs prior to providing any treatment (Smeltzer, 
Bare, Hinkle & Cheever 2010:66), the blood pressure of 47.2% (n=394) of the patients 
had not been checked, indicating that case finding for hypertension was not optimally 
integrated in the routine health care system. However, the experts recommended making 
blood pressure measurement of all patients a routine medical practice by including it in 
the patient care guideline. To ensure all patients’ blood pressure is measured, the experts 
suggested that clinical audits be conducted regularly in all health facilities. Likewise, 90% 
(n=18) of the experts reached consensus on making physical examination and laboratory 
tests for screening of cardiovascular diseases (such as coronary heart diseases) and 
assessment of patients over the age of40,  for first stroke risk, part of the patient care 
guidelines.  
 
6.3.6.2.2 Case finding for diabetes 
 
The case finding for diabetes at health facilities appeared very weak when 90.0% (n=751) 
of the patients had not been asked if they had diabetes or symptoms of diabetes. The 
effect of such oversight was accentuated by 31.8% (n=8) of the health facilities reporting 
diabetes mellitus as the most common prevalent chronic disease in their health facility. 
The experts (95%; n=18) recommended assessing patients’ risks and screening for 
diabetes as a routine part of health examination or general physical examination. The 
experts pointed out that conducting blood sugar tests as a routine activity at clinics was 
easy and feasible, yet not widely practiced, especially for children. The cost of treating 
diabetes and its complications is far more than early detection and non-medical 
management (Klügl, Engerbretson et al 2012:1746). The experts suggested that 
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screening priority be given to patients who had a high risk for diabetes, such as people 
with BMI > 25, a family history of diabetes or some genetic predisposition, people who 
lived unhealthy lifestyles, and patients with other chronic NCDs. 
 
6.3.6.2.3 Case finding for the common female cancers (cervical and breast cancer) 
 
The health professionals’ focus on cancer was limited as 91.9% (n=793) of the patients 
had not been asked if they had any history of cancer nor were they advised on having a 
screening test for cancer. Of the experts, 90% (n=18) agreed on applying case finding for 
cervical and 80% (n=16) agreed for breast cancer. For female patients, PAP smear test 
for cervical cancer’s early diagnosis and treatment was not widely practiced at the health 
facilities because 92.21% (n=296) of the patients had never been asked by the service 
providers during their contact if they had had a PAP test or were they advised on the 
importance of having the test. For 93.3% (n=735) of the patients aged 18-25 years, HPV 
vaccination service or advice on its importance had not been provided which indicated 
loose case finding for cervical cancer and its prevention. Breast cancer was the second 
most prevalent of female cancers in Sub-Saharan Africa (Imran et al Isaac 2013:144). 
Yet, of the patients, 89% (n=453) did not receive a simple clinical breast examination by 
a doctor, nurse, or other health professional nor were they advised on regular self-breast 
examination to detect breast lumps. Of the eligible female patients, 85.2% (n=264) had 
never had a breast mammographic check-up. The health professionals did not emphasise 
breast cancer case finding, given that of the female patients over 40, 91.2% (n=291) had 
not been asked if they had had a mammographic test for breast cancer. 
 
6.3.6.2.4 Case finding for the common infectious diseases (HIV, TB & STI) 
 
Considering the country’s set-up, 85% (n=17) of the experts, agreed that case finding 
should be conducted for HIV/AIDS and 80% (n=16) agreed for TB. The case finding for 
HIV was widely compromised as 67.7% (n=567) of the patients had not been asked about 
previous HIV test status nor initiated and counselled for HIV testing. The Ministry of Health 
(2010b:36) stipulates that all patients attending OPD are expected to be briefly counselled 
and encouraged to undergo HIV testing unless they refuse. Of the patients, 86.8% 
(n=724) were not assessed for STI risk behaviour. Of the experts, 75% (n=15) agreed 
that patients should be examined for STI prevention and treatment. Considering that 
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15.4% (n=128) of the patients’ self-risk perception of HIV infection was assessed to be 
medium to high risk and 24.8% (n=207) had never been tested for HIV infection, there is 
a great need for preventive care for STIs. In addition, 50% (n=11) of the health facilities 
did not provide or actively engage in case finding and gave different reasons for not doing 
so. The health facilities indicated that they did not do case finding preventive care 
because of fear over patients’ willingness to accept the test; high patient flow; lack of 
laboratory  facilities to conduct the tests; lack of awareness of the case finding approach, 
and their focus on patients’ complaints only. It is appropriate to integrate the case finding 
of HIV/AIDs with other NCDs  as the national responses  for HIV/AIDS and NCDs are 
very similar in approach and function as both HIV/AIDS and NCD prevention strategies  
contain behavioural (lifestyle), structural, biomedical (biological), and policy (regulatory) 
dimensions. HIV/AIDS and NCD treatment services both require strong health systems 
and skilled multi-disciplinary health teams; long-term monitoring and follow-up; adjacent 
prevention interventions, a positive health outlook,  dignified treatment  in the  prevention 
for HIV/AIDS, and improved health behaviour (lifestyle) for NCDs (Tilahun, Geoffrey, 
Julian, & Brian 2014:31-34). 
 
6.3.7 Periodic health examination 
 
A periodic health examination refers to a general physical examination of patients, not an 
examination for a specific injury, illness, or condition, which should be provided for 
patients regularly within a specific period of time (Kermott et al 2012:8). Of the health 
facilities, 63% (n=14) did not provide periodic health examinations (PHE) while 77.9% 
(n=651) of the patients had not been going for routine check-ups of their health (periodic 
medical check-ups). To improve such low performance and poor service utilization, all 
the experts (100%; n=20) recommended making periodic health examinations available 
in the Ethiopian set-up for patients who are apparently not sick. The experts agreed that 
the provision of preventive risk assessment services especially for patients with high risk 
factors, such as family history, obesity and hypertension, was important. However, 
considering the poor economic status that caused financial barriers to making PHE 
available for the community, the experts (95%; n=19) advised including the periodic 
general health check-ups in community or individual insurance system.  
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Phase 1 findings indicated a significant but low positive correlation between receiving 
promotive health care service and patients who previously received periodic health check-
ups (rs=.198; p< 0.01). This showed that patients who had periodic health check-ups 
tended to receive more promotive health care during their other visits to health facilities, 
indicating an added value of having periodic health check-ups. Similarly, a significant but 
low positive correlation between receiving preventive health care service and patients 
who previously received routine check-ups (rs=.208; p< 0.01) indicated that patients who 
had routine periodic check-ups received more preventive services during their health care 
visits for other health care services. Periodic check-ups could have improved patients’ 
awareness of and demand for promotive and preventive health care services. 
 
The experts agreed that the following health interventions should be applied in annual 
PHEs in the Ethiopian context: screening for hypertension and its complications (95%; 
n=19); screening for diabetes  in patients with hypertension or BMI>25 (95%; n=19); 
measuring blood cholesterol level and counselling on healthy diet and obesity (85%; 
n=17); Pap smear screening every 3 years beginning from age 21 (85%; n=17); clinical 
breast examination every 1-2 years for women over 50 years (80%; n=16); STI screening 
and counselling (80%; n=16); visual acuity screening, using the Snellen sight chart (80%; 
n=16); counselling on physical activity (75%; n=15); screening  by mammography 
examination of women over 40 years every 1-2 years (85%; n=17), and screening for 
colorectal cancer for patients over 50 years using faecal occult blood testing (80%; n=16). 
 
It is important for health care workers to have a guide or checklist on daily prevention and 
preventive practices that are part of the PHE. Of the experts, 90%( n=18) recommended 
that guidelines and protocols be prepared on conditions that must be sought and 
monitored  during check-ups; periodic health check-ups be linked with the insurance 
system; health facilities start allocating funds for  promotive disease prevention purposes; 
patients who have positive results upon screening and who cannot afford  the treatment 
should have health insurance  support for their specific health problem, and health 
facilities and health professionals should be adequately  prepared in terms of staff 
numbers and competencies, and equipment and supplies to provide such promotive and 
preventive activities. The experts (90%; n=18) agreed that the implementation of periodic 
health check-ups should not be applied in the form of a mandatory service, but patients 
should be encouraged to make use of the opportunity, and assessing the family, domestic 
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and social background of a patient should be incorporated in the check-up process, in 
other words thorough history taking is essential. In addition, the experts pointed out that 
the community/country’s disease burden identification needs to be conducted regularly to 
update the disease lists upon which periodic check-ups are based, and the shortage of 
capable health education and promotion specialists that coordinate, plan and implement 
such interventions must be improved. 
 
6.3.8 Findings and conclusions on integrated health care services 
 
The findings on the health facilities’ status in providing comprehensive health promotion, 
disease prevention and curative health care services are discussed next. Possible 
reasons for not providing such an integrated health care service deducted from the 
findings are included.  
 
6.3.8.1 Health facilities’ status on the provision of integrated health care services  
 
The provision of integrated health care entails health service care that encompasses 
health promotion, disease prevention and curative health care. The utilization of health 
promotion provision approaches varies among health facilities. Asked if the health 
facilities provided health promotion services to all of their patients, 90.0% (n=20) stated 
that they provided health promotion services to their patients attending the facilities, using 
different approaches. These health promotion approaches incorporated morning mass 
education (100%; n=20); audio/video education materials (20%; n=4); leaflets (55%; 
n=11); posters (50%; n=10), and one-to-one health promotion services (55%; n=11).   
 
In addition to the health facilities’ underutilization of effective health promotion 
approaches, the availability of patient specific written materials, particularly for the 
prevention of chronic diseases and promotion of healthy lifestyles was lacking at the 
health facilities. For instance, health education written materials in the form of a pamphlet, 
leaflet, or any other form, 90.9% (n=20) had none on cancer; 86.4% (n=19) had none on 
stroke; 77.3% (n=17) had none on CVD; 72.7% (n=16) had none on hypertension, and 
59.1% (n=13) had none for diabetes. Similarly, written health promotional materials on 
predisposing factors which may lead to  chronic diseases were mostly not available as 
indicated by the  health facility managers; 77.3% (n=17) had none for alcohol abuse; 
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72.7% (n=16) had none for exercise;  68.2% (n=15) had none for cigarette smoking, and  
63.6% (n=14) had none for nutrition.  
 
Of the health service managers, 81.8% (n=18) described their health promotion service 
as integrated in the health service provision. However, the integration was more focused 
on vertical programmes, such as TB HIV/AIDS, FP, ANC, and EPI, which were mainly 
supported by the NGOs. Consequently, 68.2% (n=15) of the health facilities had written 
promotional material for TB and 59.1% (n=13) had material on HIV/AIDS. This highlights 
the influence of vertical programmes on routine health promotion services which need to 
be improved. 
 
When assessed on the provision of health promotion services, only 2.4% (n=20) of the 
patients received optimal health promotion services; 37.2% (n=311) received some health 
promotion (suboptimal) services but only on limited health promotion areas, while 60.4% 
(n=505) did not receive any health promotion services at all. There is a positive 
association for receiving promotive health care services if patients had had previous 
routine health check-ups, health facilities provided patients with pamphlets or leaflets, 
patients were satisfied with their way of life, patient’s monthly income increased and if 
treatment was provided at hospitals rather than health centres. Less promotive health 
care was received by patients who reported being worried about not having enough 
money for the rent or mortgage or for food, by patients who paid their health care bill and 
by patients with chronic health problems. 
 
Regarding preventive health services, 59.1% (n=13) of the health facilities reported that 
they provided preventive health service by integrating it in the curative health care service 
while 36.4% (n=8) provided preventive health care services as a separate unit. This 
indicated that preventive services provision at health facilities was either integrated with 
the curative services or provided as a separate entity. When assessed on the provision 
of disease prevention services, of all the patients treated at OPDs and IPDs at the 
selected health facilities, 3.6% (n=30) received optimal disease prevention services; 
71.5% (n=598) received sub-optimal disease prevention services, and 24.9% (n=208) 
received no preventive services at all. The correlation study indicated that patients 
received more preventive health care at hospitals than health centres, at IPDs than at 
OPDs, as their age increased, if included in insurance or free service than when they paid 
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the bill, when they presented with chronic illness rather than acute complaints, if 
previously had routine periodic check-ups than not, and if satisfied with their way of life. 
Patients who worried about not having enough money for food, or the rent or mortgage, 
tended to receive less preventive health care services from health facilities, which was 
mainly linked to their financial inaccessibility to the services. 
 
When viewed holistically, of all the patients, only 0.8% (n=7) had received an integrated 
health promotion and disease prevention service; 64% (n=535) did not receive 
integrated health care services in addition to the curative health care provided by the 
health facilities, and 35.2% (n=294) received sub-optimally integrated health service. This 
demonstrates the grave need for health promotion and disease prevention service 
integration in existing infrastructure for curative health care services (MOH 2015:11). 
 
Correlation tests demonstrated that more integrated health care services are provided at 
hospitals than health centres; to patients who have routine check-ups than those who do 
not; to patients who are satisfied with their way of life than to those who are not; to patients 
with increased BMI; to older age patients; to patients to whom written materials are 
provided than to those who do not receive materials; at IPDs than OPDs, and to patients 
who have insurance health coverage or receive free service rather than to paying 
patients. Likewise, patients who were stressed about not having enough money for rent, 
mortgage or food tended to receive less integrated health care service from the health 
facilities.  
 
6.3.8.2 Reasons for not providing integrated health care 
 
In this study, triangulating the phase 1 and phase 2 study findings enabled the researcher 
to identify the main reasons for not providing an integrated health care service at the 
health facilities. These included shortage of skilled health staff, equipment, medication, 
protocols and guidelines, high preventive health care service cost, poor patient 
awareness, and health professionals’ high focus on curative health care. 
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6.3.8.2.1 Shortage of skilled health staff 
 
In relation to the chronic NCD health service provision, health facilities’ readiness in terms 
of the availability of skilled staff to provide service and counselling was severely 
compromised. Of the health facilities, only 22.7% (n=5) had doctors or internists who 
could diagnose and treat cardiac related conditions; 77.3% (n=17) had no doctors or 
internists who could diagnose and treat chronic lung disease conditions; only 13.6% (n=3) 
had skilled doctors who could diagnose and treat cerebrovascular incidents ; 63.6% 
(n=14) did not have doctors who could diagnose and treat patients with chronic liver 
diseases; 50% (n=11) did not have staff who could diagnose and treat diabetic patients; 
only 9.1% (n=2) had doctors, internists, or oncologists that could diagnose and treat 
cancer patients; 59.1% (n=13) did not have staff that could provide health education and 
counselling on the prevention of cancer, and 50% (n=11) did not have staff who could 
diagnose and treat diseases related to nutrition. 
 
Patient education is often referred to as health education  or patient teaching, but a client-
centred approach shifts the focus from health teaching to supporting client learning. 
Client-centred learning involves not only gaining new knowledge, but includes 
opportunities for clients to apply their values, needs, past experiences and cultural 
realities to the actions they are considering (Registered Nurses’ Association of Ontario 
2012:14). The experts emphasised the shortage of health education and promotion 
specialists in the country to coordinate, plan and implement client-centred learning. Of 
the health facilities, 63.6% (n=14) did not have trained staff who could provide education 
to patients on how to promote a healthy lifestyle and prevent diabetes, and 50% (n=11) 
did not have trained staff to promote how to prevent cigarette smoking. Of the health 
facilities, 22.7% (n=5) had trained staff that could provide rehabilitation for patients in 
need of ceasing smoking; 9.1% (n=2) had trained health staff that provided rehabilitation 
for patients that needed to cease alcohol addiction, 63.6% (n=14) did not have trained 
staff who could provide health education on the importance of physical exercise and  living 
a healthy life style, and 9.1% (n=2) had a physiotherapist or trained health staff to provide 
service and advice on physical exercise. The experts also concluded that the majority of 
health service providers working at selected hospitals and health centres in Ethiopia 
lacked the knowledge or skills for the prevention and treatment of hyperlipidaemia 
(elevated blood cholesterol level), such as providing advice on life style, healthy diet, 
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physical exercise and treating patients suffering from  relevant diseases. The experts also 
pointed out that health professionals’ knowledge on cancer screening, diagnosis and 
treatment needed improvement. 
 
The experts recommended approaches to alleviate the serious shortage of health 
professionals with the relevant skills. It was suggested that preventive medicine should 
be specifically incorporated in health professionals’ training by revising the curriculum of 
medical students. Health service providers’ competencies (knowledge, skills and 
attitudes) regarding promotive and preventive health care should be developed and 
enhanced by means of well-planned and regular in-service training.  
 
However, the problem of integrative health care needs to be addressed holistically as the 
existence of sufficient skilled professionals does not mean the provision of the desired 
health care. For instance, the findings from phase 1 indicated that of the health facilities, 
100% (n=22) had sufficient skilled staff who could measure blood pressure, but only 
47.2% (n=394) of the patients’ blood pressure was measured. Similarly, of the facilities, 
77.3% (n=17) had staff who could provide health education on raised blood cholesterol 
level, but 81.8% (n=18) did not have enough health education or promotion resource 
materials (including for raised blood cholesterol levels) for their patients. 
 
6.3.8.2.2 Shortage of medical equipment 
 
Having essential investigative and rehabilitative equipment is critical for the provision of 
complete integrative health care services. The assessment conducted at health facilities 
for the availability of equipment needed to diagnose or treat non-communicable diseases 
showed substantial shortages. Of the health facilities, 68% (n=15) did not have equipment 
to measure blood cholesterol levels; none (0%; n=0) had the necessary equipment to 
diagnose coronary heart disease, and 13.6% (n=3) only had EKG equipment. For chronic 
lung disease diagnosis, only 13.6% (n=3) of the health facilities had x-ray machines while 
0% (n=0) had a spirometer to conduct lung function tests. Of the health facilities, 0% (n=0) 
had computerized tomography (CT) scans or Magnetic Resonance Imaging (MRI) 
equipment for diagnosis and investigation of the extent of stroke damage to the brain; 
36.4% (n=8) had laboratory tests for liver function; only 13.6% (n=3) had ultrasound 
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equipment and 31.8% (n=7) did not have laboratory test for identifying hepatitis virus, and 
18.2% (n=4) did not have a simple laboratory test for fasting blood sugar. 
 
Of all chronic diseases, the investigation for early diagnosis of cancer was mainly deficient 
in most of the health facilities. Of the health facilities, 54.5% (n=12) did not conduct blood 
laboratory tests for blood count and morphology for diagnosis for blood cancer, such as 
leukaemia; only 4.5% (n=1) conducted  Fine Needle Aspiration (FNA) tests and 9.1% 
(n=2) conducted sigmoidoscopic or endoscopic examinations for diagnosis of early 
malignant change of tissues or cancer; 0% (n=0) performed tissue biopsy tests for 
distinguishing cancerous growths from non-cancerous lesions, mammographic 
examination for early diagnosis of breast cancer, or prostate antigen tests for diagnosis 
of prostatic cancer.  
 
The health facilities’ rehabilitative preparedness for diseases related to addiction or 
physical wellbeing were also grossly deficient. Of the health facilities, 0% (n=0) had an 
addiction rehabilitation unit or could conduct laboratory tests to monitor blood nicotine 
levels for patients who smoked cigarette and wanted to quit smoking, and 0% (n=0) had 
laboratory facilities to monitor blood alcohol levels and a rehabilitation unit to help quit 
alcohol abuse. Of the health facilities, only 4.5 % (n=1) had equipment for physical 
rehabilitation or physical exercise for patients who required physiotherapy or exercise. Of 
the experts, 90% (n=18) suggested that the government should allocate/budget for 
medical equipment and import the technologies and medical supplies essential for health 
promotion and disease prevention services. The experts agreed that it was expensive 
and not feasible to have physical exercise and rehabilitation units in all health facilities. 
However, they recommended that all hospitals should be equipped with basic exercise 
devices for rehabilitation purposes and that physical exercise sites, gyms and 
physiotherapy units be made available at affordable prices for the general population. 
 
6.3.8.2.3 Unavailability of medication 
 
The unavailability of medication to treat chronic diseases negatively affects service 
provision at health facilities. The assessment of the availability of specific chronic disease 
medications at the health facilities revealed major shortages. Of the health facilities, 9.1% 
(n=2) did not have adequate anti-hypertensive drugs to treat their patients; 31.8% (n=7) 
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had the proper medication to treat cardiovascular diseases; 27.3% (n=6) had medication 
to treat diabetes; 68.2% (n=15) lacked enough medication for decreasing elevated 
cholesterol levels; 72.7% (n=16) did not have drugs for the prevention and treatment of 
stroke, and 50% (n=11) did not have medications to treat chronic lung disease conditions. 
 
The shortage of medication also extended to diseases related to nutrition and cancer.  Of 
the health facilities, 36.4% (n=8) did not have nutrient formula to treat patients with 
nutritional deficiencies such as kwashiorkor and marasmus; only 4.5% (n=1) could 
provide chemotherapy for patients suffering from cancer, and 0% (n=0) were able to 
provide radiotherapy for cancer patients.  
 
6.3.8.2.4 Lack of protocols and guidelines  
 
In order to integrate promotive and preventive health care into curative health care, 
protocols and guidelines for specific types of diseases, such as hypertension, 
hyperlipidemia, and diabetes, were found lacking. Of the experts, 95% (n=19) agreed that 
health facilities need to prepare reference hand books, job aids and promotive and 
preventive service check-up protocols for the health workers.  These could be combined 
in patient care guidelines for the specific conditions. The health facilities’ policy guidelines 
needed to adequately address the preventive aspects of health care and subsequent 
practice guidelines should be prepared to implement policy stipulations in a practical 
manner. 
 
6.3.8.2.5 Barriers to health service cost 
 
The living standard of the population who seeks public health care are at a low level as 
the monthly salary of most (73.3%; n=606) of the patients who attended the health 
facilities was below 5,000 birr (equivalent to 250 USD). Most of the treatment patients 
received was either waived or provided free of charge; only at 4.5% (n=1) of the health 
facilities did all the participant patients pay to receive curative health care. Of the patients, 
62.7% (n=520) were unable to pay for an annual medical check-up that costs 1000-2000 
ETB ($50-$100). Most of the patients, therefore, could not afford annual check-ups for 
preventive service, which indicated that the economic inaccessibility of preventive health 
care can be considered one of the reasons they did not use the services. Moreover, only 
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7.9% (n=66) of the patients were covered by insurance for the treatment they received 
from the health facilities.   
 
Even in well-developed countries, the levels of chronic disease control, such as for 
hypertension, are particularly low for people who are uninsured or do not have source of 
heath care (CDC 2012:1). The patients’ low income and low health insurance coverage 
directly or indirectly affected their promotive and preventive health care utilization as well 
as their health. There was a significant but low positive correlation between receiving 
promotive health care service and monthly income (rs=.110; p< 0.01) showing that 
promotive health care service provision increased as monthly income increased. 
Similarly, there was a significant but low positive correlation between receiving preventive 
health care service and health care bill coverage (rs=.077; p< 0.05) This indicated that 
patients who paid cash received less preventive health care than patients who had 
insurance or free service, which emphasised the need for including the bill for preventive 
services in insurance or free health care services. There was a significant but low 
negative correlation between receiving an integrated health care service and being 
worried about not having enough money to pay the rent or mortgage (rs=-0.248; p< 0.01) 
and/or worried about having enough money for food (rs= -0.221; p< 0.01) which 
demonstrated that as patients’ stressed over not having enough money for rent, mortgage 
or food, they tended to receive less integrated health care service at health facilities. This 
appeared to result mainly from the perceived financial inaccessibility of the services. 
 
Analysis of health expenditure patterns for patients helps to understand out-of-pocket 
health spending, services that are waived and or covered by insurance. Of the patients, 
84.5 % (n=703) paid for the service they received while 12.7% (n=106) received a free 
service, or were exempted from payment. Only 1.4% (n=11) of the respondents reported 
having health insurance coverage for the treatment they received from the health 
facilities. This was mainly because of the health facilities, 95% (n=19) had not initiated a 
structured insurance coverage for promotive and preventive service, and 36.3% (n=8) 
provided promotive and preventive services free. Of the health facilities, 63.6% (n=14) 
did not provide preventive health care services, such as PHE, and 50% (n=11) did not 
provide case finding or integrate the payment modalities in the insurance system. Of the 
experts, 90% (n=18) recommended that preventive services, such as periodic health 
check-ups should be covered through the community or individual insurance system, and 
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that patients who have positive results upon screening and who cannot afford the 
treatment should be supported by the health insurance system for their specific health 
problem. 
 
6.3.8.2.6 Low patient health literacy 
 
Health literacy involves the integration of a wide variety of individual skills, health care 
professional communication skills, health care practices and system processes. 
Differences in health literacy and poor health are consistently associated with lower use 
of preventive services, such as mammography and vaccination, and poorer overall health 
status and higher risk of mortality (Registered Nurses’ Association of Ontario 2012:17). 
Health literacy is important because it can improve patients’ promotive and preventive 
health care use, which has an impact on their social and economic well-being. The 
experts (95%; n=19) agreed that enhancing patients’ awareness of the importance of 
available health promotion and disease prevention services is necessary to make each 
patient ask for critical preventive services whenever this was overlooked by health service 
providers. For such purposes, the experts recommended that health facilities prepare 
promotive and preventive health care health education materials, distribute leaflets on 
specific diseases, and use the media to increase the population’s awareness of NCDs. 
The experts (95%; n=19) agreed further that health facilities must regularly inform patients 
and individuals visiting the health facilities of the importance of preventive health care, 
such as measuring blood pressure, to increase the demand for such services and benefit 
from the service by linking it with the health care insurance system. Creating a population 
that can demand comprehensive and integrated health care from the health facilities is 
essential instead of just receiving curative care for the presenting sickness. 
 
6.3.8.2.7 Health professionals focus on curative health care 
 
Of the patients, 64% (n=535) did not receive any health promotion or disease prevention 
service in addition to the curative health care they received. This indicated that the health 
professionals’ focus was on curative health care only. During the consensus seeking 
process, the experts pointed out that health professionals’ predominant perception of 
NCDs and their risk factors are that these are diseases of the affluent. 
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6.3.9 Integrated health care for the Ethiopian context 
 
An integrated approach seeks to address health problems by providing services in a 
comprehensive manner and the approaches of integration could be considered on a case-
by-case basis according to the country-specific context (Beaglehole, Bonita, Alleyne et al 
2011:455; Beaglehole, Bonita, Adams et al 2011:1438). Accordingly, there is a growing 
need for a comprehensive strategy for preventing NCDs that can effectively be  applied 
in low- and middle-income countries (LMICs) rather than importing strategies that are 
developed in high-income countries (HICs) (Beaglehole 2013:575). This section deals 
with the importance of integrated health care and how it can be fitted into the existing 
Ethiopian health care system.    
 
6.3.9.1 Using patients’ presence in clinics as opportunity 
 
Health staff should make use of the opportunity when people are seen in primary care to 
identify and address modifiable risk factors; screen for common NCDs, and diagnose, 
treat and follow-up patients with common NCDs, using standard protocols (Maher, 
Harries, Zachariah & Enarson 2009:354). Making use of patients’ presence at health 
facilities for promotive and preventive health care purposes is justifiable in the Ethiopian 
context for several reasons. Firstly, of the patients, 88.8% (n=739) frequently visited 
health facilities for treatment of acute or chronic illnesses, therefore, the only time to 
recognise their promotive and preventive health needs is when they come for curative 
health care. Assessing the patients’ reason for attending the health facility indicated that 
chronic patients received more preventive services (rs=.114; p< 0.01) but less promotive 
services (rs= -.136; p< 0.01) than acute patients, which indicated that the patients’ visits 
were not effectively and properly utilized. For example, of the patients, 96.5% (n=796) 
indicated that they had not been asked or tested for cholesterol while 2.0% (n=17) 
indicated that their blood cholesterol level was tested while attending the health facility. 
This indicates that the opportunity for preventive cholesterol level screening of those 
patients could have been lost if the health professionals had not enquired about previous 
testing.  
 
Secondly, the practice of building a healthy lifestyle, such as by making exercise a routine 
habit, practising healthy eating habits, and avoiding the harmful use of alcohol and 
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cigarette smoking, is not widely adopted in the Ethiopian culture. In this regard, 95% 
(n=19) of the experts advised that health professionals should routinely link health 
promotion and disease prevention to curative service (such as advice on healthy diet, 
physical exercise and so on). Therefore, for the health professionals, patient contact 
would be a golden opportunity to provide support through educating and counselling on 
a healthy lifestyle. Of the experts, 95% (n=19) agreed that there was a need to reorient 
the current health promotion and disease prevention approach in such a way that the 
monitoring system is strengthened and the health professionals’ responsibility and 
accountability at all levels are ensured. By doing so, health professionals’ sole focus on 
the treatment aspect of patient care instead of providing an integrated health care service 
will change over time and a better understanding of the aims of an integrated healthcare 
service by means of effective in-service training will lead to optimal patient care. 
 
6.3.9.2 Comprehensiveness 
 
A culture of providing comprehensive health care has to be developed instead of only 
focusing on specific disease treatment. According to Maher et al (2009:354), 
interconnected delivery of preventive and curative health care is important as providing 
curative care without prevention and vice versa represents missed opportunities for both 
modalities. Providing treatment and avoiding patients’ promotive and preventive health 
care needs results in incomplete health care. There was a variation in the way promotive 
and preventive health care was provided among the hospitals and health care facilities 
as well as between out-patients and in-patients at the hospitals. The patients received 
more preventive health care at the hospitals than at the health care facilities (rs=.239; p< 
0.01) and patients who were discharged from IPDs got more preventive health care 
services than those at the OPDs (rs=.116; p< 0.01). In order to address patients’ health 
needs comprehensively, there is a need for a  conceptual framework that indicates the 
relationships among predisposing factors and diseases, and which guides the type of 
intervention required from health professionals at specific stages. The Integrated Health 
Service (IHS) framework was presented to the experts for consideration as a means of 
addressing the health facilities’ omissions in terms of providing comprehensive health 
care to their patients. 
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The experts accepted the Integrated Health Service (IHS) framework as a comprehensive 
framework which indicates the cause-and-effect of chronic disease progression and the 
appropriate interventions to apply. Asked whether the Integrated Health Service (IHS) 
framework for causal relationships of diseases and the intervention approaches was 
plausible for the Ethiopian context, the majority (90%; n=18) of the experts agreed,  
substantiating the IHS  framework’s applicability for chronic non-communicable, 
communicable, and nutrition-related diseases within the Ethiopian set-up. Moreover, the 
experts agreed unanimously (100%; n=20) that an IHS approach in health promotion, 
disease prevention and curative care was the appropriate instrument to manage common 
modifiable factors (e.g., tobacco and alcohol use),  thus preventing them from causing 
intermediate risk factors (e.g., raised BP).   
 
Of the experts, 95% (n=19) further agreed  that the IHS was an appropriate intervention 
framework to manage intermediate risk factors by means of an integrated promotive, 
preventive and curative process thus preventing the progression of intermediate risk 
factors to full-blown diseases. The experts (90%; n=18) also reached consensus on the 
need  for much broader interventions on effective ways to halt the predisposition of social 
determinants of health, such as population growth, low income, population aging, and 
environmental hygiene, to common modifiable risk factors  such as harmful tobacco and 
alcohol use. The experts (90%; n=18) acknowledged the IHS framework as an ideal 
approach to comprehensively address the health needs of the population in the Ethiopian 
context.   
 
6.3.9.3 Cost effectiveness  
 
Promotive and preventive health care are more cost effective than that of curative 
treatment and thus the health-related costs of underuse of recommended clinical 
preventive services are substantial. Increasing the use of nine clinical preventive services 
to more optimal levels (i.e., levels achieved by high-performing health plans) could 
prevent an estimated 50,000–100,000 deaths each year among adults aged <80 years 
(CDC 2012:4). The Ethiopian Health sector transformation plan, 2015/2016-2019/2020 
(MOH 2015:99) gives high priority to prevention health care, but the findings of this study 
indicated  that the government’s quest for delivering comprehensive health care has not 
yet been achieved at the functional level of health facilities.  The country’s current health 
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care cost for treatment can be decreased considerably and patient deaths can be 
prevented if the integrated health care approach is successfully applied. 
 
6.3.9.4 Feasibility of the approach 
 
A PHC approach for addressing NCDs encourages long-term investment in prevention-
focused health care systems and emphasizes responses which prioritize cost-effective, 
primary care-based interventions (Demaio, Nielsen, Tersbøl, Kallestrup & Meyrowitsch 
2014:5). The IHS strategy, which aligns with the 1993 Ethiopian health policy (MOH 
1993:4), is applicable for existing PHC services with an efficient and locally feasible 
approach. It entails developing and revising the existing health care protocols in such a 
way that both promotive and preventive health care is included in the health care system. 
This could involve the application of the IHS approach at different levels of the health care 
system fitting into the expected health facilities’ scope of health care service provision. 
The experts (95%; n=19) recommended that the MOH should consider the need for a 
separate unit in health care facilities for preventive and promotive health care that 
comprises specialized health professionals in NCDs. The experts recommended that the 
MOH formulate policies, protocols and guidelines for specific NCD areas, such as 
measuring all patients’ blood pressure, and for PHE, in order to make the integration 
sustainable and applicable on a broader scale of the health system. 
 
6.3.9.5 Impact on disease burden 
 
The health facilities’ morbidity and mortality data indicated that chronic diseases lead to 
a huge disease burden for the population of Ethiopia. The IHS framework can be an 
efficient and effective way of dealing with patients who are at risk for diseases which can 
reduce their quality of life, by encouraging a healthy lifestyle, preventing disease 
occurrence, and preventing disease progression in patients who are already sick. 
Therefore, the framework can play a vital role in decreasing the overall disease burden 
by preventing, acquiring, suffering or dying from preventable diseases. 
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6.4 RECOMMENDATIONS 
 
Based on the findings, the researcher makes the following conclusions, proposed 
interventions and recommendations for the integration of health promotion and disease 
prevention with curative health care services at health facilities in Ethiopia. The 
recommendations are aimed at enhancing the provision of comprehensive health 
services whereby promotive, preventive and curative services are integrated according 
to the Integrated Health Service Framework as adapted from Bonita et al (2006: 103) and 
verified by the health experts during the Delphi decision making process (see figure 5.1). 
The proposed interventions and recommendations for addressing the identified key 
findings in health facilities are presented in tabular format. Table 6.1 presents the key 
finding, proposed intervention, responsible person and the recommendations for practice 
in the health sector. 
 
 
 
 
Table 6.1 Proposed interventions and recommendations to improve the provision of integrated health promotion, disease 
prevention and curative health care services at health care facilities in Ethiopia  
 
Proposed interventions and recommendations to improve the provision of integrated health promotion, disease prevention and curative health care 
services at  health care facilities in Ethiopia 
Key research finding (conclusions) which 
necessitates  the proposed intervention 
Proposed intervention Responsible 
person 
Recommendation for practice in the 
health sector 
Biographical information 
1. Biographical information of phase 1 and 2 
participants 
 
a. Patient respondents involved in the first phase of 
the study mainly comprised females (61.1%), had not 
completed Grade 12 (56.6%) and with a majority 
(66.3%) monthly income below 3,500 Birr (equivalent 
to 175 USD)  
b. Two-thirds of health service managers who 
participated in first phase of the study were male, 
most (81.8%) worked  in their managerial position for 
less or equal to five years, majority (81.8%) were 
diploma or degree  qualified in patient care and three 
quarters of the managers were under the age of 40  
c. Experts who participated in the Delphi consensus 
seeking  process had an average age of 36.4 years 
(ranging between 35 and 60); 12.5 average years of 
experience; 75% were males; ten participants (50%) 
were physicians, nurses and specialists working in 
hospitals and health centres, three were from the 
MOH and seven were public health specialists 
 
 
 
a. Regularly investigate 
patients’ educational and 
income status during 
patient history taking 
b. Consider positive 
affirmative actions for 
female candidates, higher 
years of experience and 
educational level (than the 
current set of standards) 
during health service 
managers’ recruitment 
process for health facilities 
c. Provide short in-service 
management and 
leadership courses for 
health staff trained in 
clinical areas but working 
as health facility  managers  
a. Ministry of 
Health  
b. Health facility 
managers 
c. Health service 
providers 
d. Civil service 
(government sector 
that fulfils Human 
resource need for 
health sector) 
a. To comprehensively understand and 
personalize the health promotion and 
disease prevention need of patients, 
health professionals should have 
information on the patients’ educational 
and income status 
b. Gender balance, more years of 
experience and higher educational level 
should be considered  for the 
appointment of health service managers 
to health facilities 
c. Health service managers should have 
educational preparation and experience 
in the management process and 
functions. There should be an added 
course or speciality in health service 
leadership and management for an 
individual to be assigned as health 
facility manager 
2
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Access to health care 
2. Patients’ access to preventive health care 
 
a. Most patients (56.4%) visited health facilities for 
treatment of acute or emergency health conditions. 
b. Most patients (77.9%) had never been for periodic 
check-ups of their health  
c. Only one third of the patients (34.2%) were able to 
pay for an annual medical check-up that costs 1000-
2000 ETB ($50-$100) 
d. Majority of patients (91.8%) did not have any kind of 
health insurance 
e. The majority of the patients (84.5%) paid for the 
service received and only a few (1.4%) were covered 
by a health insurance system for settling the bill  
a.  Enquire about patients’ 
use of periodic health 
check-up and advise about 
the relevant  promotive and 
preventive health care 
services specific to 
patient’s age, gender and  
condition 
b. Improve the link between 
promotive, preventive and 
curative health care  by 
encouraging patients to join 
the  health insurance 
system 
a. Ministry of 
health 
b. Health facility 
managers 
c. Health care 
providers 
d. Government 
and private 
insurance 
agencies 
a. Health service providers should 
encourage patients to have periodic 
health check-ups recommended for 
their age, gender and condition 
b. Appropriate health education should be 
given while interacting with the patient 
c. Promotive, preventive and curative 
health services at the health facility 
should be provided optimally within the 
limits of the patient’s insurance system. 
Disease specific promotive and preventive health care 
3. Hypertension 
a. Hypertension is the most common chronic disease 
treated at most of the health facilities 
b. The blood pressure of 47.2% of the patients was not 
measured  
c. Not measuring patients’ blood pressure is not  related 
to lack of equipment, skilled staff nor shortage of 
medication 
d. The experts recommended that measuring blood 
pressure for all patients should be included in the 
patient care guideline 
a. Regularly sensitize health 
service providers on the 
importance of measuring 
blood pressure of all 
patients 
b. Assign health service 
providers at health facilities  
to regularly take patients’ 
BP, pulse and respiration 
and  record in patient file  
c. Make high quality BP 
apparatus available and 
regularly check their 
functionality 
d. Post reminders for 
measuring blood pressure 
in outpatient and inpatient 
departments 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
(Pharmaceutical 
Fund and 
Supply Agency) 
a. Measuring all patients’ blood pressure 
at least on admission, should be 
included in patient care guidelines  
b. Patient chart audits should be done 
regularly (i.e. once a month), checking 
for completeness and accuracy in terms 
of patient history and vital observations 
(BP, pulse and respiration)  
c. Health service providers should be 
trained in promoting a healthy lifestyle 
for the prevention of hypertension   and 
be able to educate about treatment 
approaches 
d. Patients should be assessed and 
counselled on common modifiable risk 
factors, such as tobacco use, alcohol 
abuse, unhealthy diet and inactivity 
2
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4. Raised blood cholesterol 
a. Blood cholesterol level tests had  never been 
conducted for 81.1% of the patients 
b. The majority (68.2%) of the health facilities did not 
have the equipment to measure blood cholesterol 
levels 
c. Health facilities did not have sufficient medical 
doctors who could diagnose and treat raised blood 
cholesterol  
d. Essential medication for decreasing  raised 
cholesterol levels was not available  in most of the 
health facilities 
e. The experts agreed health service providers working 
at the selected hospitals and health centres lack the 
awareness, knowledge or skills for the prevention and 
treatment of hyperlipidaemia 
f. The experts  recommended measuring the blood 
cholesterol level  of all patients who had never been 
tested or were eligible for repeated testing every five 
years beginning at age 20 
a. Measure the blood 
cholesterol level  of  all 
patients over 20 years who 
have never been tested 
b.  Conduct repeat blood 
cholesterol testing every 
five years beginning at age 
20 
c. Sensitize health service 
providers on raised blood 
cholesterol prevention and 
treatment approaches   
d. Improve health facilities’ 
laboratory capacity for 
blood cholesterol 
measurement 
e. Make essential medication 
for the treatment of raised 
blood cholesterol available 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health service 
providers 
d. PFSA 
a. Blood cholesterol level should be 
measured for all patients who had never 
been tested or were eligible for 
repeated testing every five years 
beginning at age 20 
b.  Guidelines and health education 
documents on hyperlipidaemia 
prevention and treatment should be 
prepared 
c. Health professional training institutions 
should include hyperlipidaemia 
prevention and treatment in their 
training curriculums 
d. Health service managers should 
reinforce clinical staff’s skills and 
knowledge through in-service training 
on raised blood cholesterol prevention 
and treatment 
e. Patients should be assessed and 
counselled on common modifiable risk 
factors for hyperlipidaemia such as high 
BMI, unhealthy diet and inactivity  
5. Assessing patient BMI and girth 
a. The majority (82.4%) of  patients’ body weight 
and girth (90.9%)  were not measured  
b. Most patients did not know their body weight and 
their height 
c. The BMI calculated using self-report of body 
weight and height, indicated a number of patients 
in the category of overweight (17.0%) and obese 
(3.4 %) 
d. The experts unanimously recommended the 
inclusion of patient’s BMI assessment as a 
routine health care procedure at all health care 
facilities 
a. Regularly sensitize health 
service providers on the 
importance of measuring 
patients’ BMI and girth 
b. Assign health service 
providers at health facility 
to  take patient BMI and 
girth and  record in patient 
file on each admission 
c.  Provide high quality weight 
scales and height 
measurement tools and 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Measuring all patients’ body weight, 
height and girth should be included in 
patient care guidelines  
b. Patient chart audits should be done 
regularly (monthly), checking for BMI 
and girth measurement  
c. Health service providers should be 
trained in promoting a healthy lifestyle 
for overweight, obesity and underweight 
prevention as well as on diseases 
associated to them. 
2
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frequently check their 
functionality 
a. Post reminders for 
measuring body weight, 
height and girth in 
outpatient and inpatient 
departments 
d. Patients should be assessed and 
counselled on risk factors for high BMI 
such as unhealthy diet and inactivity 
e. For adult patients with a BMI of 25 to 
34.9 kg/m2,  gender-specific waist 
circumference  limits should be used in 
conjunction with the BMI to identify 
increased disease risk 
6. Cardiovascular diseases 
a. Only a few patients (2.9%) were asked if they 
had a typical symptom of CVD disease 
b. Doctors or internists who can diagnose and 
treat cardiac related conditions are limited 
(22.7%) at the health facilities 
c. All (100%) facilities did not have the 
necessary equipment to diagnose coronary 
heart disease 
d. Most (68.2%) of the health facilities lack the 
proper medication to treat cardiovascular 
diseases 
e. Most (74.5%) of the health facilities had no 
written information for their patients on CVD 
f. The experts  recommended physical 
examination and laboratory test for screening 
of cardiovascular diseases to be included in 
routine patient care guideline 
a. Improve the health service 
providers’ knowledge to 
routinely conduct 
assessment for CVD 
diseases 
b. Assign doctors and 
internists at health facilities 
who can diagnose and treat 
CVDs  
c. Improve health facilities’ 
laboratory capacity for 
diagnosis of CVDs 
d. Make essential medication 
for the prevention and 
treatment CVDs available 
e. Provide written information  
on CVD for patients at risk 
or who are suffering from 
the disease 
a. Ministry of 
health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Physical examination and laboratory 
test for screening of cardiovascular 
diseases should be included in routine 
patient care guideline and executed 
where appropriate 
b. Patients should be assessed and 
counselled on common modifiable risk 
factors for CVDs such as tobacco use, 
alcohol abuse, unhealthy diet and 
inactivity 
c. Patients suffering from immediate risk 
factors for CVDs such as hypertension, 
abnormal blood lipid and overweight 
should receive counselling  on how to 
prevent CVDs and, if need be, be 
provided with preventative treatments 
d. A clear referral system should be 
established for suspected CVD patients 
to receive timely care from qualified 
professionals 
7. Cerebrovascular incidents 
a. Health care providers’ assessment  of patients’ risks 
for a first stroke was inadequately  (7%) provided 
b. Few health facilities (13.6%) had skilled doctors who 
could diagnose and treat cerebrovascular incidents 
c. No health facility had equipment for diagnose and  
determine stroke damage to the brain 
a. Improve the health service 
providers’ awareness of the 
need to conduct first stroke 
risk assessment for 
patients over 40 years 
b. Assign doctors to health 
facilities who can diagnose 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. First stroke risk assessment for patients 
over age 40 should be included in 
routine patient care guideline 
b. Patients suffering from intermediate risk 
factors for stroke such as hypertension, 
CVDs, abnormal blood lipid and 
overweight should receive counselling  
2
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d. Majority (72.7%) of health facilities have shortage of 
medication for the prevention and treatment of 
strokes 
e. Experts agreed that for patients over  40 years of age 
assessment for first stroke risk should be done 
and treat cerebrovascular 
incidents 
c. Improve health facilities’ 
equipment capacity for 
diagnosis of stroke 
d. Make essential medication 
available for the prevention 
and treatment of stroke  
on how to prevent cerebrovascular 
accidents and, if need be, be provided 
with preventative treatments 
c. A clear referral system should be 
established for suspected stroke prone 
patients to receive timely service from 
qualified professionals 
8. Cancer 
a. Majority of patients (91.9%) were not asked if they 
had any history of cancer nor were they advised on 
having a screening test for cancer 
b. Health facilities’ cancer prevention and treatment  
preparedness in terms of human resources, 
equipment and medication was not adequate 
c. The experts agreed that it is advisable to counsel 
patients on cancer predisposing factors and advise 
on patient specific cancer screening 
a. Assign doctors at health 
facilities who can diagnose 
and treat cancer  
b. Improve health facilities’ 
equipment capacity for 
diagnosis of cancer 
c. Make essential medication 
for the treatment of cancer 
available 
 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Provide health education about danger 
signs of possible cancer 
b. Patient age and sex specific cancer 
screening guideline should be 
developed for the country 
c. Health service providers should take 
cancer history and provide advice on 
cancer screening options for which a 
patient is eligible 
 
9. Breast cancer 
a. Most of the female patients (80.8%) had never had  a 
clinical breast examination or had been counselled on 
the  importance of self-breast examination during 
their visits  to the health facilities 
b. Health service providers did not ask most (91.2%) of 
the female patients if they had ever undergone a 
mammographic test 
c. The experts agreed on including screening for 
mammography examination of women over 40 years 
in periodic health check-ups every 1-2 years 
a. Improve health service 
providers’ awareness and 
skill in conducting clinical 
breast examination and on 
counselling patients on the 
importance of self-breast 
examination, 
mammographic test and 
clinical breast examination   
for breast cancer 
prevention 
b. Subsidize the cost of 
mammographic test and 
link with health care 
insurance system   
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. Government 
and private 
insurance 
agencies 
a. Provide health education about danger 
signs of possible cancer 
 
b. Health service providers should conduct 
a clinical breast examination as part of 
the routine gynaecologic examination 
and council patients on the importance 
of self-breast examination 
c. Teach female patients how to do a self - 
breast examination 
d. During periodic health check-ups at 1-2 
year intervals, women over the age of 
40 should undergo a mammogram.  
2
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10. Cervical cancer 
a. Most female patients (92.2%) were not asked if they 
had ever had a PAP smear test nor were they 
advised on the importance of having this  test 
b. Most (93.3%) of the patients, women and men aged 
18-25 years, were not asked if they had had the HPV 
vaccination and were also not advised on its 
importance 
c. Only three health facilities (13.6%) provided adult 
immunization for female HPV and none of the health 
facilities provided adult immunization against male 
HPV 
d. Experts agreed on integrating cervical cancer 
prevention approaches, such as taking sexual history 
of women, immunization against HPV and screening 
using PAP smear for cervical cancer, into routine 
medical practices 
a. Improve the health service 
providers’ awareness about 
routinely advising female 
patients of the importance 
for having PAP smear test 
and the HPV vaccination 
b. Increase the availability of 
adult female and male 
immunization against HPV 
at health facilities for the 
prevention of cervical 
cancer 
c. Provide written  information  
on cervical cancer 
prevention and treatment 
for patients at risk of 
cervical cancer 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
 
a. Provide health education about danger 
signs of possible cancer and supply a 
pamphlet in this regard 
 
b. Integrating cervical cancer prevention 
approaches, such as taking sexual 
history of women, immunization against 
HPV and screening using PAP smear 
for cervical cancer as routine medical 
practice should be included in patient 
care guideline. 
c. Provide sexual health education to 
schoolgirls, emphasising the risk of 
early sexual intercourse and doing so 
with multiple partners 
11. Prostate cancer 
a. No male patient over 40 years had received advice 
from health professionals to have a prostatic antigen 
test for prostatic cancer screening purposes 
b. No health facilities conducted prostate antigen test for 
diagnosis of prostatic cancer 
a. Improve the health service 
providers’ awareness  
about routinely conducting 
prostate cancer risk 
assessment and advise on 
prevention approaches 
b. Increase availability of 
prostate antigen test at 
health facilities 
 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Provide health education about danger 
signs of possible cancer 
 
b. Age-related guideline to start prostatic 
cancer screening test should be 
provided to health service providers  
c. Refer patients who have difficulty in 
passing urine for further physical 
examinations and prostatic cancer 
screening 
12. Colorectal cancer 
a. Majority (73.7%) patients had never undergone  a 
faecal occult blood test  
b. Most (93.6%) patients above the age of 50 were not 
advised on the importance of having a faecal occult 
blood test 
a. Make colorectal cancer 
screening services; faecal 
occult blood test, 
sigmoidoscopy and 
colonoscopy investigations 
available at health facilities 
b. Improve the health service 
providers’ awareness of 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
 
a. Provide health education about danger 
signs of possible colorectal cancer 
 
b. Screening for colorectal cancer for 
patients over 50 years using faecal 
occult blood testing should be 
conducted every year 
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c. Most (84.8%) patients over age 50 had  not been 
examined for rectal cancer by means of 
sigmoidoscopic and colonoscopy investigations  
d. Most (95.5%) of the health care providers and the 
health facilities they work in were not set up to help  
people get tested for colorectal cancer screening 
e. The experts agreed on screening for colorectal 
cancer for patients over 50 years using faecal occult 
blood testing 
routinely providing advice  
about faecal occult blood 
test for patients over age 
50  
13. Chronic Respiratory Diseases 
a. Most patients (88.7 %) were not asked by the health 
service providers whether they had chronic lung 
disease symptoms 
b. Most (77.3%) health facilities had no doctors or 
internists who can diagnose and treat chronic lung 
disease conditions. 
c. Only few (13.6%) health facilities have equipment for 
diagnosis of chronic lung diseases 
d. Half (50%) of the health facilities have shortage of 
chronic lung disease medications 
e. Experts agreed to have active case finding for 
tuberculosis  
a. Regularly sensitize health 
service providers  to 
examine for chronic 
respiratory disease where it 
is indicated 
b. Assign doctors at health 
facilities who can diagnose 
and treat chronic 
respiratory diseases  
c. Avail medication for chronic 
lung diseases at health 
facilities 
d. Equip health facilities with 
equipment to diagnose  
chronic lung disease  
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Provide health education about the 
dangers of smoking, dust and air 
pollution 
b. Health service providers should 
investigate patients for CRDs and 
counsel on preventive aspects as part 
of their routine patient examination  
c.  Active case finding for tuberculosis 
should be practised at all health 
facilities (by means of a few basic 
questions on a checklist) 
 
14. Joint stiffness and arthritis 
a. Most of the patients (84.3 %) were not asked if they 
had arthritis or joint disorder symptoms 
b. Many of the patients (31.9%) indicated that they had 
a history of arthritis or joint symptoms 
c. Almost all (95.5%) the health facilities  did not have 
the set-up to provide physiotherapy for patients with 
joint problems 
a. Regularly sensitize health 
service providers on being 
observant  for joint 
diseases and provide 
preventative advice 
b. Equip health facilities with 
physiotherapy equipment 
that helps patients with joint 
problems 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Integrated preventive and  treatment 
approaches for common joint diseases 
should be included in  patient care 
guideline 
b. Provide health education about 
exercise, diet and pain relief related to 
joint stiffness and discomfort 
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15. Kidney disease 
a. Most (80%) of the patients were not examined for 
signs and symptoms of kidney disease nor were they 
provided with preventive advice 
b. Patients suspected of having kidney disease (47.8%) 
were not commonly examined with kidney function 
tests 
 
a. Regularly sensitize health 
service providers on 
investigation for kidney 
diseases and provide 
preventative advice 
b. Avail kidney function test at 
health facilities and conduct 
the test whenever indicated 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Provide health education about taking 
too much salt in the diet, dangers of 
untreated hypertension and oedema 
b. Integrated preventive and  treatment 
approach for common kidney diseases 
should be included in patient care 
guideline 
16. Vision impairment 
a. Majority (89.6%) of patients were not examined for 
visual impairment 
b. Many (24%) of the patients reported they had little to 
extreme difficulty in recognizing a friend across the 
street 
c. Experts agreed that visual acuity test using the 
Snellen’s chart has to be routine part of an eye 
examination during general physical examination 
d. The experts agreed the Snellen’s chart for visual 
acuity test should be included in periodic health 
check-up list 
a. Regularly sensitize health 
service providers on being 
observant of   patients’ 
visual impairment 
b. Apply Snellen’s test 
regularly for patients’ with 
visual difficulties 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
 
a. Visual acuity test using Snellen’s chart 
has to be a  routine part of an eye 
examination during general physical 
examination 
b. Snellen’s chart for visual acuity test 
should be included in periodic health 
check-up list 
17. Diabetes 
a. Diabetes mellitus is the most prevalent chronic 
disease treated at a considerable number of health 
facilities (31.8%)  
b. Most (90%) patients were not asked if they had 
diabetes or symptoms of diabetes  
c. Considerable number of patients (9.8%)  confirmed 
that they were diabetic 
d. Majority of patients (92.3%) did not undergo  urine or 
blood test for diabetes screening 
e. Half of the health facilities (50%) did not have staff 
who could diagnose and treat diabetic patients  
f. There is shortage of medication to treat diabetes in 
27.3% of facilities 
a. Improve the health service 
providers’ awareness  of 
routinely conducting 
assessment for diabetes 
b. Assign doctors and internist 
at health facilities who can 
diagnose and treat 
diabetes 
c. Make essential medication 
for treatment of diabetes 
available 
d. Provide written materials  
on diabetes for patients at 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Assessing patients’ risks and screening 
for diabetes  in high risk patients should 
be conducted as a routine part of health 
examination or general physical 
examination 
b. Provide health education about the 
dangers of excessive intake of 
carbohydrates, weight control and the 
need for a healthy diet and regular 
moderate exercise 
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g. Almost half (45%) of the health facilities had written 
materials for their patients on diabetes prevention 
h. The experts agreed on assessing patients’ risks and 
screening for diabetes as a routine part of health 
examination or general physical examination 
i.  Experts recommended case finding approach for 
diagnosis of diabetes and including diabetes 
screening in periodic check-ups list 
risk or suffering from the 
diseases 
18. HIV/AIDS 
a. HIV/AIDS was one of the most (31.8%%) prevalent 
chronic diseases treated and the most common 
(31.8% cause of death in several health facilities 
b. Several (24.8 %) patients never tested for HIV  
c. Patients were not commonly asked about their 
previous HIV test status nor counselled for HIV 
testing (67.7%) 
d. The experts agreed that HIV to be included in case 
finding disease list  
 
a. Improve the health service 
providers’ awareness of 
routinely conducting 
assessment on HIV risk 
behaviour and advise on 
risk reduction 
b. Conduct the provider 
initiated HIV testing and 
counselling approach at all 
health facilities 
c. Avail HIV test kit at all 
health facilities 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Provide health education about safe 
sexual behaviour 
b. Health service providers should assess 
patients’ previous HIV test status and 
counsel for HIV testing 
c. STI screening and counselling should 
be conducted  during periodic health 
check-up 
d. Routine case finding for HIV/AIDS 
should be conducted at all health 
facilities 
e. Integrate HIV/AIDS with other non-
communicable chronic diseases for 
assessing co-morbidity and aligning 
prevention, treatment and programme 
intervention approaches 
19. Healthy diet 
a. Most of the patients (79.7%) were not advised or 
educated on balanced diet 
b. The patients did not commonly (88.4%) seek advice 
from nutritionists, doctors or nurses  about a healthy 
diet  
c. Several patients (43.9 %) indicated that they were 
taking a balanced diet  
d. Many patients (42.0 %) responded they did not have 
the necessary skills to prepare a balanced diet 
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
assessment for patient 
nutritional status and 
provide counselling on 
balanced diet 
b. Assign doctors and 
nutritionist at health 
facilities who can diagnose 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Patients’ nutritional status should be 
assessed and reported and the health 
care staff need to recognize this as an 
important aspect of patient care or as a 
patient safety issue 
b. Provide health education about the 
importance of taking a healthy diet if at 
all possible 
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e.  Few facilities (n=2) had laboratory  facilities to  
identify specific nutritional deficiencies  
f. Half (50%) of the health facilities did not have staff 
who could diagnose and treat diseases related to 
nutrition.  
g. Several of the health facilities (36.4%) did not have 
nutrient formula to treat patients with nutritional 
deficiencies such as kwashiorkor and marasmus 
h. The experts agreed that patient’s nutritional status 
need to be assessed and reported and the health 
care staff need to recognize this as an important 
aspect of patient care and  patient  safety 
and treat diseases related 
to malnutrition 
c. Make essential nutrient 
formula available for  
treating patients with 
nutritional deficiencies such 
as kwashiorkor and 
marasmus  
20. Physical exercise 
a. Most (80.4%) of the patients were not advised or 
educated on the importance of having physical 
exercises  
b. Most (83.8%) of the patients did not engage in any 
aerobic physical exercise or anaerobic exercises 
(81.5%) in past month 
c. Most health facilities (95.5%) did not have 
rehabilitation or physical exercise equipment for their 
patients who required physiotherapy or exercise 
d. Only a few of the health facilities (9.1%) had 
physiotherapists or trained health staff to provide 
service and advice on physical exercise 
e. The experts agreed on integrating patients’ screening 
for physical activity and provision of advice in to the 
routine health care  
f. The experts agreed on expanding activities that can 
promote the  community’s healthy life styles such as 
sport activities, gyms and recreational places with 
access to the community at fair prices  
g. The experts agreed availing physical exercises and 
rehabilitation unit at all hospitals is feasible  
 
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
assessment for patients’ 
physical activity status and 
provide counselling on the 
importance of physical 
exercise 
b. Assign physiotherapist or 
trained staff on 
physiotherapy who could 
provide service and advice 
on physical exercise 
c. Make physical exercise and 
rehabilitation units available 
at all hospitals  
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. Sport federation 
a. Patients’ screening for physical activity 
and provision of advice should be 
integrated in to the routine health care  
b. Health authorities should motivate for 
the  establishment of  sport facilities, 
gyms and recreational places which is 
freely accessible to the community or at 
a  fair price  
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21. Cigarette smoking 
a. Most of the patients (94.7%) were not asked if 
they smoked cigarettes 
b. The effect of cigarette smoking in decreasing 
lung function and risk of cancer was not usually 
(31.2%) discussed with smokers  during their  
visit to the health facility 
c. Several of the patients (21.3%) were always 
exposed to indoor public  smoking 
d. It was uncommon (1.1%) for service providers to 
enquire about  a patient’s exposure to second-
hand smoking  
e. None of the health facilities had a rehabilitation 
unit for patients who needs to quit smoking  
f. Half (50%) of the facilities did not have trained 
staff that could promote a healthy life style and 
prevent cigarette smoking 
g. Few of the health facilities (9.5% had  medication 
that could assist smokers to quit smoking 
cigarettes  
h. The experts agreed on requesting the patients’ 
smoking status and providing advice should be 
an essential component of health care service 
i. The experts agreed on integration of cigarette 
smoking rehabilitative service in the health 
system but feasible if only done in selected health 
facilities 
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
assessment for patient 
cigarette smoking status 
and exposure to second 
hand smoking and provide 
counselling on effect of 
smoking in decreasing lung 
function and cancer risk 
b. Assign trained staff who 
are knowledgeable about 
promoting  a healthy life 
style and provide guidance 
on preventing cigarette 
smoking 
c. Make essential medication 
that could assist in quitting 
cigarette smoking available 
at selected smoking 
rehabilitation centres 
 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Patients should be asked routinely on 
smoking status and advice on smoking 
should be an essential component of 
health care service 
b. Health facilities should apply diversified 
health promotional means such as one-
on- counselling, written materials, mass 
media, morning educational session on 
adverse effect of smoking and exposure 
to second hand smoking.  
c. Cigarette smoking rehabilitative 
services should be provided in selected 
health facilities (preferably in hospitals) 
d. Tax on cigarette needs to be increased 
and packages should include the health 
effects of smoking. 
e. The regulation of smoking indoors and 
in public places should be reinforced 
 
22. Alcohol abuse 
a. Most of the health professionals (92.3%) failed to 
take patients’ history on drinking alcohol 
b. Patients at risk (82.3%) of alcohol side-effects on 
their health were not investigated for liver 
diseases  
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
assessment for patient 
alcohol abuse, provide 
counselling on risk of 
alcohol side effect to their 
health and investigate 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Screening for harmful use of alcohol 
and brief counselling and referring for 
treatment should be conducted during 
routine health care provision 
b. A comprehensive legislative aspect of 
alcohol abuse prevention such as law 
enforcement to include the harmful use 
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c. No health facility had laboratory facilities to 
monitor blood alcohol level  or a rehabilitation unit 
that helps to quit from alcoholism 
d. Few of the health facilities (9.1%) had adequate 
medication and trained health staff that could 
provide rehabilitation for patients that needed to 
cease alcohol addiction 
e. The experts agreed on screening for harmful use 
of alcohol and brief counselling and referring for 
treatment is recommended during routine health 
care provision 
f. The experts agreed on motivating for  
comprehensive legislative control and law 
enforcement on the selling of alcohol and  the 
harmful use of alcohol in alcohol advertisements 
g. The experts agreed that laboratory  facilities to 
test and monitor blood alcohol levels could 
feasibly be initiated in all health facilities but a 
rehabilitation unit that helped quitting alcoholism 
was possible only at selected health facilities 
alcoholic patients for liver 
disease 
b. Assign trained staff that 
can promote a healthy life- 
style and give guidance on 
prevention of alcohol abuse 
c. Provide alcohol test 
supplies   to all health 
facilities 
d. Make essential medication 
that could assist quitting 
alcohol addiction available 
at selected alcohol 
rehabilitation centres 
 
of alcohol in alcohol advertisements 
should be in place 
c. Laboratory tests, to test and monitor 
blood alcohol levels should be initiated 
in all health facilities and a rehabilitation 
unit that helps to quit from alcoholism 
should be available in hospitals 
Promoting positive behavioural changes 
23. Sexual risk behaviour 
a. Most of the patients (86.8%) were not asked 
about their STI risk behaviour and advised on risk 
reduction 
b. The experts agreed on having periodic check-ups 
for STI screening and counselling 
 
a. Improve the health service 
providers’ awareness in 
routinely conducting 
assessment on STI risk 
behaviour and advise on 
risk reduction 
 
a. Health facility 
managers 
b. Health care 
providers 
 
a. Assessment of  STI risk behaviour and 
advise on risk reduction should be 
routinely conducted during patient 
examination 
b. STI screening and counselling should 
be conducted as periodic check-up 
24. Use of family planning and preparing for healthy 
pregnancy 
a. Most (79.2%) of the female patients in 
reproductive age were not asked about their use 
of family planning (methods nor counselled on 
planning for healthy pregnancy and baby (74.4%) 
a. Improve the health service 
providers’ awareness in 
routinely conducting 
assessment on female 
patients in reproductive age 
of using family planning 
a. Health facility 
managers 
b. Health care 
providers 
 
a. Female patients in reproductive age 
should be assessed for using family 
planning methods 
b. Advice on planning for a healthy 
pregnancy and baby should be provided 
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and counsel on planning a 
healthy pregnancy and 
baby  
to patients who are pregnant or plans 
for children in near future.  
 
25. Use of immunization 
a. Service providers do not (88.7%) commonly ask 
patients on their needs for adult immunization nor 
are patients advised on the importance of having 
the immunization  
b.  The immunization service for children under age 
one is provided almost in all (95.5%) health 
facilities  
c. All the health facilities did not provide 
immunization for male HPV and only 13.6% of 
health facilities provided female HPV  
d. The experts agreed on integrating selected adult 
immunization services such as for HPV, 
influenza, meningitis in the existing child 
immunization health care services. 
a. Improve the health service 
providers’ awareness and 
skill of routinely enquiring 
about adult immunization 
and counselling on the 
importance of using  adult 
immunization  for the 
prevention of common 
preventable diseases such 
as HPV, influenza, hepatitis 
and meningitis 
b. Secure adult immunization 
vaccines and supplies at all 
health facilities 
 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Selected adult immunization services 
such as for HPV, influenza, meningitis 
should be integrated in the existing child 
immunization services. 
26. Addressing the effect of housing and 
environment on health 
a. Most of the patients (96.3%) were not asked and 
advised on the importance of housing and 
environmental conditions for health 
b. Many of the patients (59.6%) were living in a 
house with one or two rooms.  
c. The majority of the patients (98.1%) were not 
asked about and counselled on their need for 
emotional support 
d. Several of the patients (13.7%) were usually 
worried for not having adequate money for house 
rent or mortgage payment 
e. Considerable number of patients (15.1%) usually 
worried for not having sufficient money for food  
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
assessment on patients’ 
mental health status, and 
the effect of their housing 
and  environmental 
conditions on their health, 
and on the provision of 
advice on these aspects 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
 
a. Patients’ mental health status should be 
assessed during routine examination 
and referral to psychiatrics made for 
patients who need further care 
b. The effect of housing and environmental 
conditions  on patient’s health should be 
routinely assessed and advice provided 
during patient examination and referral 
to social worker psychiatrist where 
appropriate 
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f. A quarter of patients (24.9%) were dissatisfied 
with their way of life 
 
Approaches in provision of promotive and preventive health care 
27. Case finding 
a. The experts agreed on case finding assessment, for 
conditions other than the medical care patients 
sought at the health facilities.  
b. The experts agreed to conduct case finding 
approaches for the following conditions;  
1. Hypertension  
2. Diabetes  
3. Cervical cancer  
4. Breast cancer  
5. HIV + AIDS 
6. Tuberculosis 
7. Patients at high risk for STI 
 
a. Improve the health service 
providers’ awareness and 
skill in conducting case 
finding assessment and 
conducting           health 
promotion and disease 
prevention services for 
case finding selected 
diseases 
b. Secure essential test 
supplies at all health 
facilities for diagnosing 
specific  diseases  
c. Make essential medication 
for selected diseases 
available at all health 
facilities 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Case finding should be routinely 
conducted at all health facilities for the 
following diseases 
1. Hypertension  
2. Diabetes  
3. Cervical cancer  
4. Breast cancer  
5. HIV/AIDS 
6. Tuberculosis 
7. Patients at high risk for STI 
b. Integrated (promotional, preventive and 
curative) health care services should be 
available at health facilities for patients 
identified through case finding 
c. Guideline for comprehensive and 
uniform application of case finding 
procedures should be prepared for 
health facilities 
28. Periodic check-up 
 
a. Most of the health facilities (63%) did not provide 
periodic health examinations (PHE) 
b. Most of the patients (77.9 %) had not been for 
periodic medical check-ups 
c. The experts agreed that making periodic health 
examination check-ups available for patients was 
feasible in the Ethiopian health facility  set-up 
d. Experts advised including the periodic health check-
ups in community or individual insurance system 
a. Improve the health service 
providers’ awareness and 
skill in conducting periodic 
health check-up 
assessment and 
conducting health 
promotion and disease 
prevention services for 
cases identified  during 
periodic health check-up  
b. Secure essential test 
supplies at all health 
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. Periodic health check-ups should be 
conducted at all health facilities for the 
following diseases 
1. Hypertension and its complications,  
2. Diabetes for patients with 
hypertension or BMI>25(95%),  
3. Blood cholesterol level and 
counselling on healthy diet and 
obesity 
4.  Pap smear screening every 3 years 
beginning age 21 
5. STI screening and counselling 
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e. There was a significant but low positive correlation 
between receiving promotive and preventive health 
care services and patients who previously received 
periodic check-up 
f. Experts recommended annual PHE screening for;   
1. Hypertension and its complications,  
2. Diabetes for patients with hypertension or 
BMI>25(95%),  
3. Blood cholesterol level and counselling on 
healthy diet and obesity 
4.  Pap smear screening every 3 years beginning 
age 21 
5. STI screening and counselling 
6. Visual acuity screening using Snellen’s sight 
chart 
7. Counselling on physical activity 
8. Clinical breast examination every 1-2 years for 
women over 50 years 
9. Mammography examination  for women over 40 
years every 1-2 years 
10. Colorectal cancer for patients over 50 years 
using faecal occult blood testing 
facilities for diseases 
selected for periodic health 
check-up  
c. Make essential medication 
for selected diseases in 
periodic health check-ups 
available at all health 
facilities 
6. Visual acuity screening using 
Snellen sight chart 
7. Counselling on physical activity 
8. Clinical breast examination every 1-
2 years for women over 50 years 
(where mammography is not 
possible) 
9. Mammography examination  for 
women over 40 years every 1-2 
years 
10. Colorectal cancer for patients over 
50 years using faecal occult blood 
testing 
b. Integrated (promotional, preventive and 
curative) health care services should be 
available at health facilities for patients 
identified through periodic health check-
up 
c. Guideline for comprehensive and 
uniform application of periodic health 
check-up should be prepared for health 
facilities 
The integrated health care provision 
29. Health facilities’ status and associated factors for 
provision of integrated health care services 
a. The majority of the patients (60.4%) did not 
receive any kind of health promotion services 
while 37.2% received sub-optimal services and 
only 2.4% received optimal health promotion 
services 
b. There was a positive association for receiving 
promotive health care services 
1.  If the patient have had previous routine 
health check-ups  
a. Improve the health service 
providers’ awareness and 
skill in routinely conducting 
patient specific health 
promotion, disease 
prevention and integrated 
health care services along 
with the curative services 
they provide 
b. Assign trained staff at 
health facilities who can 
promote a healthy life style 
a. Medical 
colleges and 
universities 
b. Ministry of 
Health 
c. Health facility 
managers 
d. Health care 
providers 
e. PFSA 
f. Government 
and private 
a. Medical school curriculum should be re-
designed to include promotive and 
preventive medicine in all categories of 
health professionals such as MDs, 
nurses, nutritionists and 
physiotherapists  
b. Specialties in the field of preventive 
medicine should be introduced in 
medical schools 
c. Patient-specific health promotion 
services should be provided routinely at 
health facilities 
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2. Health facilities provided patients with 
pamphlets or leaflets 
3. Patients are satisfied with their way of life 
4. As patient monthly income increases 
5.  Treatment are provided at hospitals rather 
than health centres.  
c. There was negative association of receiving 
promotive health care services 
1. For patients who reported being worried for 
not having enough money for rent, mortgage 
or for food 
2. Patients who paid health care bill  
3. Patients with chronic health problem 
d. Limited patients (3.6%) received optimal disease 
prevention services while most (71.5%) 
received sub-optimal disease prevention services 
and a quarter (24.9%) of them received no 
preventative services at all 
e. There was positive association for receiving 
preventive health care services in the event of: 
1. Treatment being provided at hospitals rather 
than health centres  
2. Being an inpatient rather  than outpatient 
3. Presenting  with chronic illness rather than 
acute 
4. Patient’s increasing age 
5. Patient having  had previous routine health 
check-ups  
6. Patients who were satisfied with their way of 
life 
7. Patients who had insurance rather than  
paying their health care bill  
f. There was a negative association of receiving 
preventive health care services 
to prevent diseases and 
integrate this knowledge 
with curative health care 
specific to the patients’ 
needs 
c. Secure essential 
equipment and supplies to 
provide a comprehensive 
health care services at all 
health facilities  
d. Make medications available 
that are needed in 
providing promotive, 
preventive and integrated 
health care services 
e. Provide specific written 
promotional materials to 
patients pertaining to 
f. common chronic diseases 
and their risk factors  
g. Improve patients’ 
awareness of the value of 
periodic health check-ups 
 
insurance 
agencies 
d. Patient specific disease prevention 
services should be provided as  routine 
health care at health facilities 
e. Integrated health care needs to be  
directed by means of patient care 
guidelines at health facilities 
f. Selected health promotion, disease 
prevention and treatment interventions 
should be included in the health 
insurance system 
g. Written promotional materials for 
common chronic diseases should be 
standardized and available at all health 
facilities 
h. Health staff working in health centres 
should focus on integrated health care 
service provision like hospitals are 
working towards 
i. Outpatient departments should integrate 
promotive and preventive services 
during each client visit  
j. Health service providers should align 
patient age, reason for clinic visit and 
satisfaction with their way of life with 
their need of specific integrated health 
care services 
k. The private sector should be 
encouraged to become involved in 
rehabilitative and wellness centres 
aimed at treating patients with addiction 
problems ( alcohol, cigarette smoking, 
and drugs) 
l. Health service providers should receive 
comprehensive ongoing in-service 
training programmes focusing on 
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1. For patients who reported being worried for 
not having enough money for rent, mortgage 
or for food 
g. The provision of integrated health promotion 
and diseases prevention service was not 
common at health facilities evidenced by only 
0.8% had received an integrated health 
promotion and disease prevention service while 
35.2% received sub-optimal and 64% did not 
receive an integrated service at all 
h. There was a positive association for receiving 
integrated health care services if 
1. Treatment  was provided at hospitals rather 
than health centres  
2. Inpatient rather than outpatient 
3. Patient’s increasing age 
4. Patient have had previous routine health 
check-up 
5. Patients who have an  increased BMI rather 
than normal BMI 
6. Health facilities provided patients with 
pamphlets or leaflets 
7. Patients were satisfied with their way of life 
8. Patients who had insurance rather than paid 
their own health care bills 
b. There was a negative association of receiving 
integrated health care services 
1. For patients who reported being worried for 
not having enough money for rent or 
mortgage or for food 
promotive and preventive health care. 
The training needs to aim at: 
1. Enabling a paradigm shift from 
focusing only on patient complaint 
treatment to comprehensive patient-
centred integrated health care 
approach. 
2. Improving health professionals’ skill 
and knowledge on the importance 
of PHE and case finding 
3. Using patients’ presence at a health 
facility  as an opportunity to provide 
preventive health recommended for 
the patient’s age,  gender and 
disease condition 
4. Updating health service providers 
on the current disease trends and 
address the promotive and 
preventive health care need of their 
patients based on the protocol for 
the current disease trends 
5. Referring patients to the place 
where they are likely to receive the 
most appropriate promotive and 
preventive health care 
6. Facilitating a client-centred learning 
approach 
m. To ensure standardized integrated 
health care provision, quality checks on 
the type of integrated health care 
provided has to be frequently 
conducted. This includes conducting 
regular clinical and record audits for 
service improvement. 
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The Integrated Health Service(IHS) framework 
30. The IHS framework for Ethiopian context 
 
a. The experts acknowledged the IHS as an ideal 
framework to comprehensively address the 
health needs of the population in the Ethiopian 
context  
b. Experts agreed that the IHS approach in health 
promotion, disease prevention and curative care  
incorporates the appropriate interventions to 
manage common modifiable factors (e.g. tobacco 
and alcohol use) from causing intermediate risk 
factors (e.g. raised BP) 
c. Experts agreed that the IHS framework included 
appropriate interventions to manage  
intermediate risk factors from progressing to  
diseases  
d. The experts also reached consensus on the need 
for  interventions from a wider perspective  as a 
way to halt the predisposition of social 
determinants of health such as population 
growth, low income, population aging, and 
environmental hygiene to common modifiable risk 
factors 
 
a. Present the HIS framework 
to the MOH for approval 
and acceptance 
b. Familiarize health care 
providers about the IHS 
framework and its 
application in patient care 
service provision 
c. Avail skilled health service 
providers for the delivery of 
comprehensive health care 
service 
d. Secure essential 
equipment and supplies for 
effective application of the 
IHS framework 
e. Obtain the medication 
needed for full application 
of the  IHS framework 
interventions  
a. Ministry of 
Health 
b. Health facility 
managers 
c. Health care 
providers 
d. PFSA 
a. The IHS framework should be adopted 
as a comprehensive health care 
approach at all health care facilities, 
after approved by MOH, to address the 
health need of the population  
b. The IHS approach should be applied to 
intervene preventing  common 
modifiable factors (e.g. tobacco and 
alcohol use) from causing  intermediate  
risk factors (e.g. raised BP) 
c. The IHS approach should be used in 
the interventions to manage 
intermediate risk factors from causing 
main diseases  
d. The IHS approach should be applied in 
the intervention that applied            to 
halt the predisposition of social 
determinant of health to become 
common modifiable risk factors 
e. A guideline for applying the IHS 
framework approach should be 
prepared and utilized in the day to day 
patient care at health facilities 
f. For successful coordination and 
application of the IHS framework at 
health facilities, a separate health care 
unit that provides specialized service 
has to be established at each health 
care facility. Such unit will be where 
specialized preventive and promotive 
health care is to be provided including 
where PHE is conducted, cancer 
screening, adult immunization, health 
promotion on healthy life style is 
2
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provided, and rehabilitative services 
such on alcoholism and smokers are 
treated 
g. IHS framework should be included in 
medical school curriculum 
 
 
 
 
 
 
 
2
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6.5 LIMITATIONS OF THE STUDY 
 
This large study wished to acquire a comprehensive view about the focus of the study 
from the respondents, but in doing so a number of limitations were identified.  
 
 In order to assess health professionals’ comprehensive health service provision, 
most of the patients were subjected to a broad spectrum of questions which not all 
might have been relevant to their age, gender or specific condition. This could have 
created a negative image of the services provided at the hospitals and health 
facilities, or even question the validity of some results.  The aim was however to 
acquire as broad a perspective of promotive and preventive health care provision 
as possible. 
 Some of the summarized recommendations made during round two of the Delphi 
process, such as those on PHE during the second round were indistinct, as they 
contained more than one variable.  
 This study used NCDs as a proxy to measure the integrated health care provision 
that might not perfectly fit all disease types such as infectious diseases.  
 The study was conducted in an urban context and might therefore not represent 
the rural context. In addition, the study cannot show the private health facilities’ 
perspective in integration of promotive and preventive health care service 
provision.  
 
6.6 RECOMMENDATIONS FOR FUTURE RESEARCH 
 
There is a paucity of studies conducted in Ethiopia in areas of health promotion and 
disease prevention integration in curative health services affecting chronic non- 
communicable diseases. The recommendations included in this study, therefore, have to 
be further supported and refined by other studies. The researcher recommends further 
studies on the following topics: 
 
 An exploration of the level of integration of promotive, preventive and curative 
health care at hospitals and health centres in a rural area of Ethiopia. 
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 Health care professionals’ perception and experience of factors prohibiting the 
provision of promotive, preventive and curative health care in the context of 
Ethiopia. 
 An investigation into the promotive, preventive and curative services provided to 
specific patients (e.g., Hypertension, cardiac patients, diabetes, cancer, arthritis, 
TB, HIV/AIDS, lung conditions). 
 Explore the extent of health promotion and disease prevention services provided 
at private general hospitals and health centres. 
 The impact of the IHS framework in improving the health service provision and 
population health.  
 
6.7 CONCLUSION 
 
The aim of this study was to explore the level of integration of health promotion and 
disease prevention services with the curative care provided at public hospitals and health 
centres in Addis Ababa, and to investigate the staffing, equipment and supplies readiness 
for the provision of these services so that a framework for enhancing the integration of 
health promotion, preventive and curative care within the context of Ethiopia could be 
proposed. The study was conducted at 22 health facilities located in Addis Ababa. A 
quantitative approach using an exploratory and descriptive design was used to explore 
and describe the current situation, followed by the Delphi technique as a means to reach 
consensus on the proposed framework for improving the integration of health promotion, 
preventive and curative care.  
 
The study took place in two phases: Phase 1 examined the degree of promotive and 
preventive health care provision at the hospitals and health centres while investigating 
the staffing and equipment status of the facilities. Phase 2 focused on developing a health 
care integrated framework for the enhancement of health promotion and disease 
prevention services rendered in hospitals and health centres by means of expert 
consensus seeking. An Integrated Health Service (IHS) Framework, modified from the 
linear “causation framework” by the researcher, intended to improve the health of the 
Ethiopian population through integrating the approaches of health promotion, disease 
prevention and curative services was used as a central concept on which to base the 
study.  
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Multistage sampling involving stratified sampling and simple random sampling were 
applied to select hospitals and health centres while a systematic sampling technique was 
used to sample patients from the outpatient and inpatient medical departments of the 
health facilities. Data was collected from patients leaving outpatient and inpatient medical 
departments and from health service managers running the health facilities in the course 
of phase 1 study period with an overall response rate of 98.6%. During phase 2 of the 
study, the two round Delphi agreement seeking process was conducted on experts 
recruited from different health disciplines to reach consensus in view of the phase 1 
findings and developed framework. The findings from the two phases were triangulated 
and analysed considering the operational definitions made for receiving optimal, sub-
optimal or no promotive, preventive and integrated health care services. The correlation 
of dependent variables; the provision of health promotion, disease prevention and 
integrated health care service with independent variables were analysed. Then 
interventions and recommendations specific to each finding were suggested (see table 
6.1).  
 
The responsible bodies in the translation of the recommendations made in this study are 
the MOH; medical equipment and drug suppliers; other government sectors, such as 
sport federations, and health facilities and health professionals who have a direct or 
indirect stake in the improvement of patient care. The recommendations focus on the 
development of guidelines on promotive and preventive health care for cultivating  a 
healthy lifestyle for  target and selected NCDs;  re-designing the medical school 
curriculum to encompass promotive and preventive medicine, including health care 
insurance coverage for promotive and preventive health care services; staffing health 
facilities with staff trained and  specialized in different promotive and preventive health 
care services; equipping health facilities with the necessary equipment,  medication and 
essential supplies  necessary to provide an integrated health care service; making written 
health promotion and disease specific preventive materials available, such as leaflets to  
be issued to patients based on their need, preparing a clear job aid, protocols and check-
list that help health professionals provide comprehensive and integrated health care 
services; establishing separate health care units that provide specialized promotive and 
preventive health care services, and conducting regular quality checks on the provision 
of integrated health care services.  
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The study emphasized the importance of health service providers undergoing training in 
view of changing their focus from only treating patients’ complaints  to providing 
comprehensive, patient-centred and integrated health care  For such an attitudinal and 
proficiency shift, health professionals’ skill and knowledge need to be improved on the 
importance of periodic health examinations, case finding and be trained on how patients’ 
presence in health  facilities can be used as an opportunity to provide advice on promotive 
and preventive health care recommended for a patient’s age,  gender, disease and living 
conditions. To assist this approach, the study affirmed the integrated health services (IHS) 
framework, a tool that health professionals can easily understand and apply in managing 
diseases or their risk factors, it comprehensively demonstrates the cause-and-effect of 
chronic disease progression and the appropriate promotive, preventive and curative care 
interventions. The IHS approach, is  therefore, emphasized recommended as a useful 
wide-ranging framework in addressing the current fragmented health care services at 
health facilities focused mainly on curative aspects. 
 
If these interventions and recommendations are utilized by policy makers, health service 
managers, health service providers, educators, district authorities, researchers and other 
stakeholders, they will assist in systematically and holistically addressing the health 
needs of the population and reducing disease prevalence and death not only in Ethiopia 
but in other developing countries with a high disease burden and mortality rate. 
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ANNEXURE B 
Ethical clearance request letter to Addis Ababa Health Bureau 
 
Addis Ababa City Administrative Council Health Bureau 
P.O. Box 3000738 
Addis Ababa Ethiopia 
Wondimagegn NF DR 
C/O Mekuria Arega  
P.O. Box 40003 
Tel: +251910137506 
Addis Ababa Ethiopia  
05.20.2013 
 
ADDIS ABABA CITY ADMINISTRATIVE COUNCEL HEALTH BUREAU HEALTH 
RESEARCH ETHICS COMMITTEE 
 
Dear Sir/Madam 
 
I, Netsanet Fetene (Dr), am a Doctoral (DLitt et Phil) student at UNISA in the Department 
of Health Studies. I am conducting a research study on promotive, preventive and curative 
health care services integration in Addis Ababa public hospitals and health centres. 
 
I, therefore kindly request that you grant me permission to conduct this study in 22 public 
health facilities located in Addis Ababa city Administration (3 to be selected from 
government general hospitals and 19 from health centres). 
 
• The title of the study is: INTEGRATION OF PROMOTIVE, PREVENTIVE AND 
CURATIVE HEALTH CARE SERVICES IN PUBLIC HOSPITALS AND HEALTH 
CENTRES OF ADDIS ABABA, ETHIOPIA. 
• The goal of the study is to explore the level of health promotion and disease 
prevention services provided at hospitals and health centres and to investigate the 
staffing, equipment and supplies readiness for  the provision of these services so 
that recommendations can be made to enhance the promotion of health and 
prevention of disease, should it be necessary. 
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• Data will be collected by means of two questionnaires, one which will be distributed 
to health service managers. The second questionnaire pertains to patients. 
Patients from medical OPDs and patients discharged from in-patient medical 
wards of the health facilities will be interviewed by trained data collectors, using a 
structured questionnaire. 
 
Please find attached the following substantiating documents for your consideration: 
1. Summary of the accepted proposal 
2. The Ethical Clearance Certificate issued by the University of South Africa 
3. Both the questionnaires 
 
Your positive consideration would be much appreciated.  
 
Yours faithfully 
 
 
 
Wondimagegn NF 
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ANNEXURE C 
Ethical clearance letter from Addis Ababa health Bureau 
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ANNEXURE D 
Permission request from health facilities 
 
To:  Hospital/Health Center 
Wondimagegn NF DR 
C/O Mekuria Arega  
P.O. Box40003 
Tel: +251910137506 
Addis Ababa Ethiopia  
05.20.2013 
 
REQUEST TO CONDUCT A RESEARCH STUDY AT …… HOSPITAL/HEALTH 
CENTER 
 
Dear Dr/Mr/Mrs 
 
I, Netsanet Fetene (Dr), am a Doctoral (DLitt et Phil) student at UNISA in the Department 
of Health Studies. I am conducting a research study on promotive and preventive health 
care services in Addis Ababa public hospitals and health centres. 
 
I, therefore, kindly request that you grant me permission to conduct this study in your 
Hospital/Health center. 
 
• The title of the study is: Integration of Promotive, Preventive and Curative health 
care services in public hospitals and health centres of Addis Ababa, Ethiopia. 
• The goal of the study is to explore the level of health promotion and disease 
prevention services provided at hospitals and health centres and to investigate 
the staffing, equipment and supplies readiness for the provision of these 
services so that recommendations can be made to enhance the promotion of 
health and prevention of disease, should it be necessary. 
• Data will be collected by means of two questionnaires, one which will be distributed 
to health service managers. The second questionnaire pertains to patients. 
Patients from medical OPDs and patients discharged from in-patient medical 
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wards of the health facilities will be interviewed by trained data collectors, using a 
structured questionnaire. 
Please find attached the following substantiating documents for your consideration: 
 
1. Summary of the accepted proposal 
2. The Ethical Clearance Certificate issued by the University of South Africa 
3. Ethical clearance letter from Addis Ababa health Bureau 
4. Both the questionnaires 
Your positive consideration would be much appreciated. 
 
Yours faithfully 
 
 
Wondimagegn NF 
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ANNEXURE E 
Patient exit interview schedule consent 
 
Informed consent form for patients 
 
TITLE: INTEGRATION OF PROMOTIVE, PREVENTIVE AND CURATIVE HEALTH 
CARE SERVICES IN PUBLIC HOSPITALS AND HEALTH CENTERS OF ADDIS 
ABABA 
 
Dear Respondent 
 
I, Wondimagegn NF, am a Doctoral (DLitt et Phil) student at UNISA in the Department of 
Health Studies. I am conducting a research study on health promotion and disease 
prevention services being provided at Addis Ababa hospitals and health centres. 
 
The goal of the study is to explore the level of health promotion and disease prevention 
services provided at hospitals and clinics. The study also investigates what factors 
prohibit the provision of these services so that recommendations can be made for service 
improvements. 
 
You are hereby kindly requested to participate in this study by responding to the questions 
you will be asked on the service you received today in relation to health promotion and 
disease prevention. This will take approximately 30 minutes of your time. All 
information provided will be treated as confidential. Your anonymity will be ensured 
as your name will not be required on the questionnaire. You have the right not to 
participate in this study or not to answer any part of the question you don’t feel comfortable 
to respond. 
 
I agree to participate in the above-noted study. I understand: 
 
• The study objectives. 
• That the participation is voluntary. 
• That I can withdraw from the study at any time without penalty. I freely and 
voluntarily consent to participate in this study. 
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SIGNATURE 
 
 
PRINT NAME    DATE 
 
 
    
RESEARCHER’S/FIELD WORKER REPRESENTATIVE SIGNATURE DATE 
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ANNEXURE F 
Patient exit interview schedule questionnaire 
                                                                       
   
1 2 3 
                                                              Questionnaire Number 
Instructions: 
This questionnaire is prepared for patient exit interviews to study the health promotion and disease 
prevention service provision at Addis Ababa hospitals and health centres. All information provided will be 
treated as confidential. The name of patients will not be written on this questionnaire.  
Please respond to all the questions by circling the box corresponding to your chosen answer. Answer all the 
questions as honestly, frankly, and objectively as possible. Answer according to your own opinion and 
experience. 
Section A: Patient's Socio-Biographic History 
Interview 1: I would like to ask you few questions concerning your background history  
 No Question Choice Answer  
 A01  Gender Male 1  
4 
 
Female 2 
 
A02 Age 18-25 years 1 
 
 
 
 
5 
 
26-35 years 2 
36- 45 years 3 
46-55 years 4 
56-65 years 5 
>66 years 6 
 Don’t know 7 
 A03 In which sub-city of Addis Ababa do you live? Addis Ketema 1 
 
 
6 
 
Akaki 2 
 Arada 3 
 Bole 4 
Gulele 5 
Kirkos 6 
Kolfe 7 
Lideta 8 
Nifas silk 9 
Yeka 10 
Don’t know 
 
 
11 
A04 Marital Status Single 1 
  
 
7 
 
 
 
Married 2 
  Separated 3 
  Divorced 4 
  Widowed 5 
  A05 Educational status, what schooling or studies have you 
successfully completed? 
Never attended school 1 
 
 
8 
 
 
 
 
 
Grades 1 through 6 
(Elementary school) 
2 
 Grades 7 through 8 
(Secondary school) 
3 
 Grades 9 through 11 (Not 
graduated from high 
school) 
4 
 
Grade 12 (High school 
graduate) 
5 
 Certificate (1 year college) 6 
 Diploma (2 year college) 7 
 Degree (4 year college) 8 
>4 year college 9 
 A06 Religion Orthodox Christian 1 
 
 
9 Muslim 2 
 Catholic Christian 3 
 Protestant Christian 4 
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Other, please specify 5 
 
 
 
A07 Current occupation Employed for wages 1 
 
 
10 
 
 
Self-employed 2 
 Out of work for more than 1 
yearyearyearyeyear 
3 
 Out of work for less than 1 
year 
4 
 A  homemaker 5 
 A student 6 
 Retired 7 
 Never employed 8 
 A08 What is your family’s average monthly income? <500 Birr/month 1 
  
11 
 
501-1,500 Birr/month 2 
 1,501-3,500 Birr/month 3 
 3,501-5,000 Birr/month 4 
 5,001-10,000 Birr/month 5 
 > 10,000 Birr/month 6 
 Don't know 7 
Section B: Health Care Access 
Interview 2 : I would like to ask you a few questions concerning your access to health care 
 B01 What is your major reason for visiting the hospital/clinic 
today? 
For periodic health 
examination 
1 
 
 
 
 
12 
 
Emergency treatment 
(onset <24hr) 
2 
 
For treatment of acute 
onset disease 
(>24hr<2wks) 
3 
 
For treatment of chronic 
illness (onset >2 
wks<3month) 
4 
 
For treatment of chronic 
illness  (onset >3month) 
5 
 
Other please specify 6 
 
B02 Do you have any kind of health care coverage, including 
health insurance or prepaid plans? 
Yes 1 
 
 
 
13 
 
No 2 
 Don't know/Not sure 3 
  B03 How is your bill settled for the health care service you 
received today? 
Free service 1 
 
14 
 
 
You pay 2 
Health Insurance 3 
Other, such as 
 
4 
Don't know/Not sure 5 
B04 Have you ever had routine check-up for possible   health 
problems? A routine check- up is a general physical 
examination, not a physical examination for a specific injury, 
illness, or condition. 
Yes 1 
 
 
15 
 
No 2 
Don't know/Not sure 3  
B05  How long has it been since you last visited a doctor for a 
routine check-up?  
Within past year (anytime 
less than 12 months ago)  
1  
16 
 
Within past 2 years (>1 
year but less than 2 years 
ago)  
2 
  
Within past 5 years (>2 
years but less than 5 years 
ago)  
3 
  
Five  or more years ago  4  
Don‘t know / Not sure  5  
Never  6 
B06 Can you afford a yearly/annual check-up for your health 
which costs you 1000-2000 ETB ($50-$100)? 
Yes 1 
  
 
17 
 
 
 
 
 
No 2 
  Don't know/Not sure 3 
 
 
Section C: Hypertension Awareness  
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Interview 3: I would like to ask you a few questions concerning Hypertension (High blood pressure) 
C01  Was your blood pressure checked today? Yes  1  
18 
 
 
 
 
 
No  2 
Don‘t know / Not sure  3 
C02 Have you ever been told by the doctor or nurse that you 
have high blood pressure? If “Yes” and respondent is 
female, ask: Was this only when you were pregnant?” 
Yes  1  
19 
 
 
Yes, but female told only 
during pregnancy  
2 
No  3 
Was informed about 
borderline high blood 
pressure or being pre-
hypertensive  
4 
Don‘t know / Not sure  5 
C03 If your answer for Question C02 is “yes”, are you currently 
taking medicine for your high blood pressure?  
Yes 1  
20 
 
 
 
No 2 
Don't know/Not sure 3 
Section D: Cholesterol Awareness  
Interview 4: I would like to ask you few questions concerning your cholesterol status 
  
D01 
 Blood cholesterol is a fatty substance found in the blood. 
Have you been asked by a doctor or nurse whether you 
had ever been checked for your blood cholesterol level?  
Yes 1  
21 
 
 
 
No 2 
Don't know/Not sure 3 
D02 If your cholesterol levels had been checked before, about 
how long has it been since you last had your blood 
cholesterol checked? 
Less than 12 months ago 1  
 
 
 
22 
 
1 year but less than 2 years 
ago 
2 
2 years but less than 5 years 
ago 
3 
5 or more years ago  4 
Don‘t know / Not sure  5 
Never Tested 6  
D03 Was your cholesterol level tested today?  Yes 1  
23 
 
No 2 
Don't know/Not sure 3 
Section E: Chronic Health Conditions  
Interview 5: Now I would like to ask you some questions about general health conditions. Has a doctor, nurse, or other health 
professional EVER/today/ asked about or told you that you had any of the following?   
 
E01 Were you weighed to day and was your weight discussed 
with you in terms of your wellbeing? 
Yes 1  
24 
 
No 2 
Don’t know/Not sure 3 
E02 Was your girth measured today and the outcome 
discussed with you? 
Yes 1  
25 
 
No 2 
Don’t know/Not sure 3 
 
 
 
 
E03 Were you asked today if you had chest pain radiating 
down your arm? 
Yes 1   
26 
 
No 2 
Don't know/Not sure 3 
E04  Were you asked today if   you have had a stroke or were 
you advised on how to prevent stroke? (Ask only if patient 
age is 40 yrs and above) 
Yes 1  
27 
 
No 2 
Don't know/Not sure 
 
3 
E05 Were you asked today about risk factors for any type of 
cancer, if so, were you given advice on how to prevent 
cancer?  
Yes 1  
28 
 
No 2 
Don't know/Not sure 3 
E06 Were you asked today if you have chronic cough, 
wheezing, and shortness of breath. If so, were you given 
advice on how to prevent chronic lung diseases like Asma 
and Tb? 
Yes 1  
29 
 
No 2 
Don't know/Not sure 3 
  
E07 
 Were you asked today if you have   stiff, painful joints, and 
if so, were you given advice in terms of exercise, diet and 
pain control? 
Yes 1   
30 
 
No 2 
Don't know/Not sure 3 
E08 If you indicated that you had arthritis or joint symptoms. 
Thinking about your arthritis or joint symptoms, which of the 
following best describes your functionality today? 
I can do everything I would 
like to do 
1   
31 
 
I can do most things I would 
like to do 
2 
I can do some things I would 
like to do 
3 
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I can hardly do anything I 
would like to do 
4 
Don‘t know / Not sure 5 
 E09  Were you advised today by the health professional that 
you should lose weight to help your arthritis or joint 
symptoms? 
 Yes 
Yes 
1   
32 
 
No 2 
Don‘t Know / Not sure 3 
 E10  Were you asked if you have kidney disease which causes 
leg and body swelling, flank pain, and if so, were you given 
advice in terms of diet, salt and water intake? 
Yes 1  
33 
 
No 2 
Don't know/Not sure 3 
  
E11 
If you indicated that you were asked whether you have 
kidney disease, were you advised to undergo a kidney 
function test? 
Yes 1  
34 
 
No 2 
Don't know/Not sure 
 
3 
E12 Were your eyes examined today for vision impairment?  Yes 1  
35 
 
 
No 2 
Not Applicable(Blind) 3 
Don't know/Not sure 4 
E13 How much difficulty, if any, do you have in recognizing a 
friend across the street due to poor eye sight?   
No difficulty 1  
36 
 
 
 
A little difficulty 2 
Moderate difficulty 3 
Extreme difficulty 4 
Unable to do so  5 
Don‘t know / Not sure 6 
E14 Was your blood or urine tested today for sugar level 
abnormalities?  
 
Yes 1 
 
 
37 
 
No 2 
Don't know/Not sure 3 
E15 Were you asked today if you have diabetes?    Yes 1  
38 
 
No 2 
Don't know/Not sure 3 
E16 Have you ever been told by a doctor or other health 
professional that you have diabetes?  
Yes 1  
39 
 
No 2 
Don‘t know / Not sure 3 
E17 If your answer for Question E14 is “yes”, how old were 
you when you were told you have diabetes? 
<18 years  1 
 
 
40 
 
19-30 years  2 
31-40 years 3 
41-50 years 4 
51-60 years 5 
>60 years 6 
Section F: Tobacco Use  
 Interview 6: I would like to ask you a few questions concerning your cigarette smoking status 
 F01 Were you asked today   if you smoke cigarettes or not? 
 
Yes 1   
41  
 
No 2 
Don't know/Not sure 3 
F02 If you do smoke, were the dangers of smoking explained 
to you in terms of decreased lung function and the 
possibility of cancer? 
Yes 1  
42 
 
 
 
No 2 
Don‘t Know / Not sure 3 
F03 If you smoke, have you ever received one-on-one 
counselling from a health professional to help you quit 
smoking? 
 
 
 
 
 
Yes 1  
43 
 
No 2 
Don‘t Know / Not sure 
 
 
3 
6.1 Next questions are about exposure to second hand smoke 
F04 Were you asked today if you are exposed to second hand 
cigarette or not? This is the smoke you might have inhaled 
from someone else’s’ smoking. 
Yes 1  
44 
 
 
 
No 2 
Don‘t Know / Not sure 3 
F05 How often did someone other than you smoke tobacco 
inside your home while you were at home? 
Always 1  
45 
 
 
 
Seldom 2 
Never 3 
Don't know 4 
F06 How often did someone other than you smoke tobacco 
inside public places while you were present?  Examples of 
Always 1 
Seldom 2 
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indoor public places are the indoor areas of stores, 
restaurants, bars, casinos, clubs, and sports arenas. 
Never 3  
46 
 
 
 
Don't know 4 
Section G: Alcohol Consumption 
Interview 7: I would like to ask you a few questions concerning your alcohol use 
G01 Were you today asked by the doctor or nurse about your 
alcohol consumption? 
 
Yes 1 
 
 
47 
 
No 2 
Don't know/Not sure 3 
 G02 During the past 30 days, how many days per week did you 
have at least one drink of any alcoholic beverage such as 
beer, wine, a malt beverage or liquor? 
 
 
 
1-2 days per week 1  
48 
 
3-4  days per week 2 
5-7 days per week 3 
No drinks in past 30 days 4 
Don‘t know/Not sure 
 
 
5 
  
G03 
  
Have you ever undergone a liver function test? 
 
Yes 1 
 
 
49 
 
 
 
No  2 
Don't know/Not sure 3 
Section H: Nutrition 
Interview 8: These next questions are about the diet you are taking 
H01 Were you today advised or educated on foods which 
furnish all the nutritive factors in proper proportion and 
adequate amount for your health (balanced diet)? 
 
Yes 1 
 
 
50 
 
 
No 2 
Don't know/Not sure 3 
H02 Have you ever visited a nutritionist, doctor, or nurse for the 
purpose of getting advice on diet? 
Yes 1 
 
 
51 
 
No 2 
Don't know/Not sure 3 
H03 Do you think the diet you take provides you with all the 
nutritional factors in proper proportion and adequate 
amount for your health (balanced diet)? 
Yes 1 
 
 
52 
 
No 2 
Don't know/Not sure 3 
H04 Do you have the skill and knowledge to compile your diet so 
that it meets the nutritional needs of your body?  
Yes 1 
 
 
53 
 
  
No 2 
Don't know/Not sure 3 
Section I: Exercise (Physical Activity) 
Interview 9: These next questions are about the physical exercise your are doing 
I01 Were you advised or educated today on the importance of 
having regular exercise? 
  
 
Yes 1 
 
 
54 
 
No 2 
Don't know/Not sure 3 
I02 During the past month, other than your regular job, did you 
participate in any physical activities or exercises such as 
running, calisthenics, golf, gardening, or walking for 
exercise? 
Yes 1 
 
 
55 
 
No 2 
Don't know/Not sure 3 
I03 Housework may  be  included  as  a  physical  activity  or  
exercise.  How many times per week or per month did you 
take part in this activity during the past month? 
1-2 days per week 1 
 
 
 
56 
 
3-4  days per week 2 
2 5-7 days per week 3
No home work activities in past 
30 days 
4 
 
I04 During the past month, how many times per week did you 
do physical activities or exercises to strengthen your 
muscles? Count activities using your own body weight like 
sit-ups or push-ups and those using weight machines, free 
weights, or elastic bands. 
1-2 days per week 1 
 
 
 
57 
 
3-4  days per week 2 
2 5-7 days per week 3
No exercise in past 30 days 4 
Don‘t know/Not sure 5 
If respondent is female and 45 years of age or older, go to section K  
 I05 Were you advised today about ways to prepare for a 
healthy pregnancy and baby? 
Yes 1  
58 
 
 
 
No 2 
Don‘t know / Not sure 3 
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I06 
  
Were you counselled by a health professional today about 
using family planning? 
Yes 1  
59 
  
  
No 2 
No partner/not sexually active 3 
Don‘t know / Not sure 4 
I07 How do you feel about having a child now or sometime in 
the future? Would you say: 
You don‘t want to have one 1  
60 
 
You do want to have one, less 
than 12 months from now 
2 
You do want to have one, 
between 12 months to less 
than 2 years from now 
3 
You do want to have one, 
between 2 years to less than 5 
years from now 
4 
 
You do want to have one, 5 or 
more years from now 
5 
Don‘t know / Not sure 6 
Section J: Breast/Cervical Cancer Screening 
 NOTE: If respondent is male, go to the next section. Interview 10: These next qu sti ns ar about breast and cervical cancer screening. (If the respondent is male go to section 
K) 
 
 
 
J01 The next questions are about breast and cervical cancer 
screening. A mammogram is an x-ray of both breasts to 
look for breast cancer.  Were you asked today if you have 
ever had a mammogram? 
 
Yes 1 
 
 
61 
 
No 2 
Don‘t know / Not sure 3 
J02 If your answer is “Yes”, how long has it been since you had 
your last mammogram? 
 
 
Less than 12 months ago 1 
 
 
62 
 
1 year but less than 2 years 
ago 
2 
2 years but less than 5 years 
ago 
3 
5 or more years ago  4 
Don‘t know / Not sure  5 
Never Tested 6 
  
J03 
 A clinical breast exam is when a doctor, nurse, or other 
health professional feels the breasts for lumps.  Was 
clinical breast exam done for you today and advice on the 
importance of regular self-breast examination provided to 
you? 
  
 
Yes 1  
63 
 
 
 
 
 
No 2 
Don‘t know / Not sure 3 
J04 If clinical breast exam done for you, how long has it been 
since your last breast examination by a health 
professional? 
 
Less than 12 months ago 1 
 
 
64 
 
1 year but less than 2 years 
ago 
2 
2 years but less than 5 years 
ago 
3 
5 or more years ago  4 
Don‘t know / Not sure  5 
Never Tested 6 
J05 A PAP test is a test for cancer of the cervix.  Were you 
asked if you ever had PAP test and advised today on the 
importance of having the PAP test? 
Yes 1 
 
 
65 
 
No 2 
Don‘t know / Not sure 
 
3 
J06 If you have had PAP test, how long has it been since you 
had your last PAP test? 
 
  
Less than 12 months ago 1 
 
 
66 
 
1 year but less than 2 years 
ago 
2 
2 years but less than 5 years 
go 
3 
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5 or more years ago  4 
Don‘t know / Not sure  5 
Never Tested 6 
Section  K: Prostate Cancer Screening                                                                 
 Note: If respondent is <39 years of age, or is female, go to next Section 
Interview 11: These next questions are about prostate cancer screening. (Go to section L if the respondent is female or less 
than age 40). 
K01 Now, I will ask you some questions about prostate cancer 
screening. Did a health professional today advise you on 
the risk of prostate cancer?  
 
 
 
 
 
 
 
 
 
 
 
Yes 1  
67 
 
No 2 
Don‘t Know / Not sure 3 
  
K02 
 A Prostate-Specific Antigen test, also called a PSA test, is 
a blood test used to check men for prostate cancer.   Did a 
health professional today recommend that you should have 
a PSA test? 
  
 
68 
 
 
Yes 1 
No 2 
Don‘t Know / Not sure 3 
Section  L: Colorectal Cancer Screening                                                                                                                  
  Not: If respondent is < 49 years of age, go to next section  Interview 12: These next questions are about colorectal cancer screening (Go to section M if respondent age is less than age 
50) 
  
L01 
A blood stool test is a test to determine whether the stool 
contains blood which can be an early sign for colorectal 
cancer.  Were you advised today on the importance of 
having blood stool test? 
  
 
 
69 
 
Yes 1 
No 2 
Don‘t Know / Not sure 3 
L02 If you have had a blood stool test, how long has it been 
since you had your last blood stool test? 
 
Less than 12 months ago 1 
 
 
70 
 
1 year but less than 2 years 
ago 
2 
2 years but less than 5 years 
ago 
3 
5 or more years ago  4 
Don‘t know / Not sure  5 
Never Tested 6 
  
L03 
A sigmoidoscopy and colonoscopy are investigations in 
which a tube is inserted in the rectum to view the colon for 
signs of cancer or other health problems.  Were you 
advised today on the importance of having either of these 
investigations done? 
 
Yes 1 
 
 
71 
 
No 2 
Don‘t Know / Not sure 3 
 
 
Section M: Immunization 
Interview 13: These next questions are about immunization. 
  
M01 
  
 Were you today asked by a health professional if you had 
received any kind of adult immunization as prevention 
against any disease and advised on the importance the 
vaccines? 
 
 
72 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Yes 1 
No 2 
 
 
Don‘t Know / Not sure 
 
 
 
 
3 
 
 M02 Were you asked by a health professional   today what type 
of vaccine the children in your family had been given and 
advised on the importance of vaccination to protect against 
communicable disease? 
Yes 
Yes 
1  
73 
 
 
 
No 2 
Don't know/Not sure 
 
 
 
 
 
 
 
 
 
 
 
 
3 
13.1 Adult Human Papilloma Virus (HPV) 
  
NOTE: To be asked of respondents between the ages of 18 and 49 years; otherwise, go to Next section  
  
NOTE: Human Papilloma Virus (Human Pap·uh·loh·muh Virus); A vaccine to prevent the human Papilloma virus or 
HPV infection and is called [if female “GARDASIL or the cervical cancer or genital warts vaccine, HPV shot, CERVARIX”; 
if male “ or GARDASIL”].  
M03 Were you advised or educated today by a health 
professional to have HPV vaccination administered? 
 
Yes 1  
74 
 
No 2 
I  am  already vaccinated for HPV 3 
Don‘t know / Not sure 
 
Section N: HIV/AIDS 
Interview 14: The next questions are about HIV/AIDS 
N01 Were you asked by a health professional if you have ever 
been counseled and tested for HIV?   
Yes 1  
75 
 
No 2 
Don't know/Not sure 3 
<1 year 1 
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Thank you for participating in this study 
N02 
If you have ever been tested for HIV, not including blood 
donations, when was your last HIV test? 
>1 and <2 years 2 
 
 
76 
 
>2 and <3 years 3 
>3 years 4 
Don't know 5 
N03 Were you today asked by a health professional about your 
risk for STI including HIV infection and advised how to 
reduce infection risk? 
 
Yes 1  
77 
 
No 2 
Don't know/Not sure 3 
N04 The most common means of HIV transmission in our 
country is through sexual contact. How do you grade your 
risk behaviour for HIV infection/transmission by this means 
because of either yours or your partner’s behaviour? 
High risk 1  
78 
 
 
Medium risk 2 
Low risk 3 
No risk 4 
Not applicable (No sexual 
contact) 
5 
Don‘t know / Not sure 6 
Section O: Economic and Social Context 
Interview 15:  Now, I am going to ask you about several factors that can affect a person‘s health 
O01 Were you given a written pamphlet or leaflet for health 
promotion and disease prevention after you had been 
attended to at the health centre?  
 
Yes 1  
79 
 
No 2 
Don‘t Know / Not sure 3 
O02 How much do you weigh without shoes? KG ______  
80 
 
 
Don‘t know / Not sure 1 
O03 How tall are you without shoes? Meters ______   
81 
 
 
Don‘t know / Not sure 1 
O04 Were you asked today on your housing and/or 
environmental conditions and educated on how it affects 
your health? 
Yes 1  
82 
 
No 2 
Don‘t Know / Not sure 3 
O04 How many people live in your house (including yourself)? 1-2 1  
83 
 
 
3-4 2 
5-6 3 
>6 4 
Don‘t know / Not sure 5 
O05 How many rooms do the house you live in, have? Number of rooms 
______ 
 
84 
 
Not applicable(homeless) 88 
   
O06 
 How often do you use seat belts when you drive or ride in 
a car? Would you say 
Always 1 
 
 
85 
 
 
 
Seldom 2 
Never 3 
Never drive or ride in car 4 
Don't know 5 
O07 How often in the past 12 months were you worried or 
stressed about not having enough money to pay your 
rent/mortgage?  
Always 1  
86 
 
 
Usually 2 
Sometimes 3 
Rarely 4 
Never 5 
 Not applicable 6 
Don‘t know / Not sure 7 
O08 How often in the past 12 months were you worried or 
stressed about not having enough money to buy nutritious 
food?  
Always 1 
 
 
87 
 
Usually 2 
Sometimes 3 
Rarely 4 
Never 5 
O09 Were you asked by a health professional today about 
your need for emotional support? 
Yes 1 
 
 
88 
 
No 2 
Don‘t Know / Not sure 3 
O10 In general, how satisfied are you with your life? Very satisfied 1  
89 
 
 
 
 
 
 
 
 
Satisfied 2 
Dissatisfied 3 
Very dissatisfied 4 
Don't know / Not sure 5 
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ANNEXURE G 
Consent form for health facilities managers 
 
TITLE: INTEGRATION OF PROMOTIVE, PREVENTIVE AND CURATIVE HEALTH 
CARE SERVICES IN PUBLIC HOSPITALS AND HEALTH CENTRES OF ADDIS 
ABABA, ETHIOPIA 
 
Dear Doctor /Mr / Mrs  
 
I, Wondimagegn NF, am a Doctoral (DLitt et Phil) student at UNISA in the Department of 
Health Studies. I am conducting a research study on health promotion and disease 
prevention services being provided at Addis Ababa hospitals and health centres. 
 
The goal of the study is to explore the level of health promotion and disease prevention 
services provided at hospitals and clinics. The study also investigates what factors 
prohibit the provision of these services so that recommendations can be made for service 
improvements, should it be necessary. 
 
Permission to conduct the study within the selected health care facilities was granted by 
the Addis Ababa City Administrative Council Health Bureau Ethical Committee (please 
refer to the attached approval letter). 
 
You are hereby kindly requested to participate in this study by completing the 
questionnaire pertaining to your hospital/health centre in view of providing health 
promotion and disease prevention services. This will take approximately 30 minutes of 
your time. You have the right to self-determination, fair treatment, protection from 
discomfort and can be assured that all information provided will be treated as confidential 
Your anonymity will be ensured as your name or that of your institution will not be required 
on the questionnaire. You have the right not to participate in this study or not to answer 
any part of the question you don’t feel comfortable to respond. 
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I agree to participate in the above-noted study. I understand: 
 
• The study objectives. 
• That the participation is voluntary. 
• That I can withdraw from the study at any time without penalty. I freely and 
voluntarily consent to participate in this study. 
 
 
SIGNATURE   PRINT NAME  DATE 
 
 
RESEARCHER’S SIGNATURE    DATE 
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ANNEXURE H 
Health facilities managers’ questionnaire 
 
 
                                                                        Questionnaire Number 
 
Instructions: 
This questionnaire is prepared for health service managers to study the health promotion and 
disease prevention service provision at their hospitals and health centres. All information provided 
will be treated as confidential. Please do not write your name on this questionnaire.  
Please answer all the questions by circling the box corresponding to your chosen answer. 
Answer all the questions as honesty, frankly, and objectively as possible. Answer according to 
your own opinion and experience. 
SECTION A: BIOGRAPHICAL INFORMATION 
1. Please indicate your gender   
                                                                          Answer 
1.1 Male 1 
1.2 Female 2 
 
2. Indicate your age in the following category                                                                                    
                                                                         Answer 
2.1 20–29 years    1 
2.2 30–39 years    2 
2.3 40–49 years    3 
2.4 50–59 years    4 
2.5 More than 60 years    5 
 
3. Indicate how many years you have been functioning in your current position in this 
hospital/health centre.                                       Answer 
 
 
 
 
   
1 2 3 
 4 
 5 
 6 
3.1 1–5 years    1 
3.2 6–10 years    2 
3.3 11–15 years    3 
3.4 More than 16 years    4 
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4. Indicate your highest professional and academic qualification 
                                                                                                    Answer 
4.1 Diploma (2 years generic) 1 
4.2 Diploma  (4 years upgraded) 2 
4.3 Degree (4 years training) 3 
4.4 Medical Doctor( 5-7 years training) 4 
4.5 Medical Specialization(MD+2-4 years training) 5 
4.6 Master Degree (Or MD + 2-3 Year training) 6 
4.7 Other (indicate)............................................. 7 
 
5. Indicate your managerial position in the hospital/health centre? 
                                                                                                      Answer 
5.1 Medical Director 1 
5.2 Health facility manager 2 
5.3 Department Head (Inpatient or Outpatient) 3 
5.4 Matron (Head Nurse) 4 
5.5 Other (Indicate)............................ 5 
 
SECTION B. HOSPITAL/HEALTH CENTRE SERVICE PROVISION 
6.  Which one of the following chronic diseases was the most prevalent one treated at your 
institution during 2012 (Ethiopian year 2004-2005)?  
                                                                                                Answer                                                                                                       
 
                                                                                                                 
                                                                                                                   
 
 
 
 
  
 7 
 8 
6.1 Hypertension and related complications 1 
6.2 Diabetes and related complications 2 
6.3 Cancer and related complications 3 
6.4 Cardio-vascular disease  4 
6.5 HIV/AIDS and related complications 5 
6.6 TB  6 
6.7  Other, please specify............................................ 7 
 9 
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7. Which one of the following conditions was the most common cause of death due to 
chronic diseases in your institution during 2012 (Ethiopian year 2004-2005)?  
                                                                                                   Answer 
 
 
 
 
 
 
 
8. Indicate how patients are charged in your hospital/health centre when they receive curative 
services 
                                                                                                   Answer 
8.1 All free of charge 1 
8.2 All pay 2 
8.3 Some pay but most free of charge 3 
8.4 Most pay but some free of charge 4 
8.5 No curative service is provided 5 
 
9. Does your hospital/health centre provide preventive services for patients who attend the 
hospital/health centre for treatment? 
                                                                                                  Answer 
9.1 Yes 1 
9.2 No 2 
 
10. If your response to question 9 was “yes”, are the preventive services provided as a separate 
entity (unit) or are they integrated with the curative services? 
                                                                                                   Answer 
 
 
 
7.1 Hypertension and related complications 1 
7.2 Diabetes and related complications 2 
7.3 Cancer and related complications 3 
7.4 Cardio- vascular disease  4 
7.5 HIV/AIDS and related complications 5 
7.6 TB 6 
7.7 Other, please specify........................................... 7 
 10 
 11 
 12 
10.1 As a separate preventive health centreal unit 1 
10.2 Integrated with curative  services 2 
 13 
 
 
 
315 
 
 
11. Does your hospital/health centre provide health promotion service for all patients who 
attend the hospital/health centre?  
                                                                                                   Answer 
11.1 Yes 1 
11.2 No  2 
 
12. Which methods are used at your hospital/health centre to provide health education or 
health promotion services to patients (more than one option is possible) 
                                                                                                     Answer 
12.1 Daily morning mass health education  sessions by  
nurses or doctors 
1 
12.2 Using recorded audio/video education materials 2 
12.3 Leaflets and pamphlets 3 
12.4 Posters 4 
12.5 One to one health promotion counselling with 
patients 
5 
12.6 None of the above 6 
 
13. Are health promotion services integrated with other health care services? 
                                                                                                   Answer 
13.1 Yes 1 
13.2 No 2 
 
13.3. If your response to question 13 was “yes”, then please explain how health promotion is 
integrated with other health care services. 
.........................................................................................................................................................
.........................................................................................................................................................
......................................................................................................................................................... 
 
 
 
 
 
 14 
 15 
 16 
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14.  Is specific  health education  given to patients based on their individual needs such as 
diet, smoking, exercise and cancer prevention  
                                                                                                  Answer 
 
 
 
 
15. Did the daily morning health education services given during the last month contain topics 
on predisposing factors for chronic diseases (diet, exercise, smoking, alcoholism)? 
                                                                                                   
                                                                                                  Answer 
 
 
 
 
 
16. Which of the following topics have a pamphlet/ leaflet /or other written material prepared 
that can be provided to patients as they leave the hospital/health centre?  
                                                                                    Answer                                                                                    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
14.1 Yes 1 
14.2 No 2 
 17 
15.1 Yes 1 
15.2 No 2 
 18 
 Health Promotion topics Written health 
promotion materials 
Yes (1) No (2) 
16.1 Diabetes 1 2 
16.2 Cancer 1 2 
16.3 Exercise 1 2 
16.4 Hypertension 1 2 
16.5 Stroke 1 2 
16.6 Heart Disease 1 2 
16.7 Nutrition(Diet) 1 2 
16.8 Alcoholism 1 2 
16.9 Cigarette Smoking 1 2 
16.10 HIV/ADS 1 2 
16.11 TB 1 2 
 19 
 20 
 21 
 22 
 23 
 24 
 25 
 26 
 27 
 28 
 29 
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17. Indicate how patients are charged in your hospital/health centres when they receive 
promotive health care services (such as for provision of educative leaflets or one to one 
health promotive advice)?                                                                                       
                                                                                                   Answer 
 
 
 
 
 
18.  Indicate how patients are charged in your hospital/health centre when they receive 
preventive health care services (such as for providing BP check-up or measuring blood 
sugar level)?                                                                                          
                                                                                                   Answer 
 
 
 
 
 
19. Do the patients attending your hospital/health centre receive a periodic physical health 
examination as a disease preventative measure? A periodic health examination is a 
general physical examination of patients, not an examination for a specific injury, illness, or 
condition which is to be provided for patients in a regular specific period of time (Example: 
every year). 
 
                                                                                             Answer 
 
 
 
 
If your response to question 19 was ‘No’, please explain why this service is not provided? 
.........................................................................................................................................................
.........................................................................................................................................................
.........................................................................................................................................................
......................................................................................................................................................... 
17.1 All free of charge 1 
17.2 All pay 2 
17.3 Some pay but most free of charge 3 
17.4 Most pay but some free of charge 4 
17.5 No promotive service is provided 5 
18.1 All free of charge 1 
18.2 All pay 2 
18.3 Some pay but most free of charge 3 
18.4 Most pay but some free of charge 4 
18.5 No preventive service is provided 5 
 30 
 31 
19.1 Yes 1 
19.2 No 2 
 32 
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20. Indicate if your hospital or health centre provides case finding preventive services. Case 
finding is testing of patients for another condition other than the one they sought medical 
care for. (Example: conducting serum cholesterol level test for an obese patient who 
complains of skin disease) 
                                                                                                Answer 
20.1 Yes 1 
20.2 No 2 
 
 
If your response to question 20 was ‘No’, please explain why this service is not provided? 
.........................................................................................................................................................
.........................................................................................................................................................
.........................................................................................................................................................
......................................................................................................................................................... 
 
SECTION C: HOSPITAL/HEALTH CENTRE EQUIPMENT AND STAFFING 
READINESS 
 
21. Indicate if your hospital/health centre has adequate equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to raised blood pressure.                                                                                                                                                                                       
                                                                                                     Answer 
 
 
 
  
 33 
 List of health services related to blood pressure Yes No 
21.1 Enough equipment(BP apparatus in each examination 
room) 
1 2 
21.2 
Sufficient skilled staff  who can accurately take blood 
pressure and provide health education on raised BP 
1 2 
21.3 
Adequate anti-hypertensive drugs (at least two types of 
drugs) 
1 2 
 34 
 35 
 36 
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22. Indicate if your hospital/health centre has adequate equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to raised blood cholesterol levels.  
                                                                                                                                                                                                                                                                                        
                                                                                                         Answer 
 
 
 
 
If your response to question 22.1 was ‘yes’, please indicate the cost of a cholesterol test 
here....................................................................................................................................... 
 
  
 List of health services related to raised blood cholesterol  Yes No 
22.1 
Enough laboratory equipment  to  measure blood 
cholesterol levels 
1 2 
22.2 
Sufficient skilled medical doctors and internist  who can 
diagnose and treat diseases related to raised blood 
cholesterol 
1 2 
22.3 
Sufficient skilled staff who can provide health education 
on how to promote a healthy lifestyle and prevent raised 
blood cholesterol level 
1 2 
22.4 
Enough health education/promotion resources such as 
pamphlets, posters, audio visual aids specific to the 
dangers of raised cholesterol levels 
1 2 
22.5 
 Adequate  medication to decrease raised cholesterol 
level (at least two types of drugs) 
1 2 
 37 
 38 
 39 
 40 
 41 
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23. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to coronary heart disease. 
                                                                                                                                                     
                                                                                                          Answer 
 
 
I 
 
 
If your response to any of the tests in question 23.1 was ‘yes’, please indicate the cost of the 
test here 
(EKG)...........................(Echocardiogram)...............................(Angiography)............................ 
  
 List of health services related to Coronary heart 
diseases 
Yes No 
23.1 Enough 
equipment 
to perform 
the 
following: 
a) EKG 1 2 
b) Echocardiogram 1 2 
c) Angiography 1 2 
23.2 
Sufficient skilled doctors and internists who can 
diagnose and treat cardiac related conditions  and 
diseases  
1 2 
23.3 
 Sufficient skilled staffs who can provide health 
education on how to promote a healthy life style and 
prevent chronic heart disease 
1 2 
23.4 
 Adequate medication to decrease risk to cardio vascular 
disease (at least two types of drugs) 
1 2 
23.5 
Adequate medication to treat  cardio vascular disease 
(at least two types of drugs) 
1 2 
 42 
 
 
 43 
 44 
 45 
 46 
 47 
 48 
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24.  Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to chronic lung diseases.                                                          Answer 
                                                                                                   
 
 
If your 
response to any of question 24.1 was ‘yes’, please indicate the cost of a test here (X-
ray)................................(Spiro meter lung function test ) ..........................................      
                                                                                 
  
 List of health services related to chronic lung 
diseases 
Yes No 
24.1  Enough 
equipment  in 
terms of 
a) X-rays 1 2 
b) Spiro meter(for lung function test) 1 2 
24.2 
Sufficient skilled doctors and internists who  can 
diagnose and treat diseases related to chronic lung 
disease, like COPD and TB 
1 2 
24.3 
Sufficient skilled staff ( who can provide health education 
on how to promote a healthy life style and prevent 
chronic lung disease) 
1 2 
24.4 
 Adequate medication to treat  chronic lung disease (at 
least two type of the drugs) 
1 2 
 49 
 50 
 
51 
 
52 
 
53 
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25. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to cerebro-vascular incidents (stroke). 
                                                                                                        Answer 
 
 
 
 
If your response to any of question 25.1 was ‘yes’, please indicate the cost of a test here 
(CT)................................(MRI)..........................................    
 
                                                                                   
  
 List of health services related to cerbro-vascular 
incidents(stroke) 
Yes No 
25.1  Enough 
equipment 
in terms of 
a) CT 1 2 
b) MRI 1 2 
25.2 
  Sufficient skilled doctors and internists who can 
diagnose and treat diseases related to cerbro-vascular 
incidents( stroke) 
1 2 
25.3 
 Skilled staff ( who can provide health education on how 
to promote a healthy life style and prevent stroke) 
1 2 
25.4 
 Adequate medication to decrease developing stroke  (at 
least two type of these drugs) 
1 2 
25.5 
 Adequate medication to  treat stroke  (at least two type 
of these drugs) 
1 2 
 54 
 55 
 
56 
 57 
 58 
 59 
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26. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and enough 
drugs to provide Health Promotion, Prevention and Treatment services related to chronic 
liver disease.                                                                                                                                                                 
                                                                                                                            
                                                                                                          Answer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If your response to any of question 26.1 was ‘yes’, please indicate the cost of a test here (Liver 
Function 
Test)................................(HBVtest)..........................................(Ultrasound)............................                                                                                      
 
  
 List of health services related to chronic liver 
diseases 
Yes No 
26.1 Enough 
equipment 
in terms of 
a) Laboratory test for liver function test 1 2 
b) Laboratory test for Hepatitis virus 1 2 
c) Ultra Sound 1 2 
26.2 
Sufficient skilled doctors and internists who can diagnose 
and treat diseases related to arthritis, rheumatoid arthritis and 
gout  
1 2 
26.3 
Sufficient skilled staff (who can provide health education 
on how to promote a healthy life style and prevent 
arthritis, rheumatoid arthritis and gout) 
1 2 
26.4 
Adequate medication to  treat  arthritis, rheumatoid arthritis 
and  gout (at least one type from each of the three 
diseases) 
1 2 
 60 
 61 
 62 
 63 
 64 
 65 
 
 
 
324 
27. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to Diabetes. 
                                                                                                                                               
                                                                                                          Answer 
 
 
 
If your response to question 27.1 was ‘yes’, please indicate the cost of a test here (Fasting 
Blood Sugar)................................                   
                                                                
 
  
 List of health services related to Diabetes Yes No 
27.1 Enough 
equipment in 
terms of 
Laboratory test for Fasting Blood Sugar 
level 
1 2 
27.2 
Sufficient skilled staff (who can diagnose and treat diseases 
related to diabetes; at least a Medical Doctor) 
1 2 
27.3 
Sufficient skilled doctors and internists who can provide 
health education on how to promote a healthy life style 
and prevent diabetes) 
1 2 
27.4 Adequate medication to treat  diabetes (at least two type) 1 2 
 66 
 67 
 68 
 69 
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28. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to cigarette smoking. 
           
                                                                                                                                      
                                                                                                           Answer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
If your response to any of question 28.1 was ‘yes’, please indicate the cost here (average 
rehabilitation cost for quitting smoking)..................... (test for nicotine blood 
level)...........................   
                                                                              
  
 List of health services related to cigarette smoking Yes No 
28.1 Enough 
equipmen
t in terms 
of 
a) Rehabilitation unit for patients who needs 
to quit smoking 
1 2 
b) Laboratory test which can monitor blood 
nicotine level 
1 2 
28.2   Sufficient  trained, nurses, doctors and internists who 
can provide rehabilitation for patients who want to quite 
cigarette smoking 
1 2 
28.3  Sufficient skilled staff ( who can provide health 
education on how to promote a healthy life style and 
prevent cigarette smoking related health problems) 
1 2 
28.4  Adequate medication to quit smoking cigarettes (at least 
one) 
1 2 
 70 
 71 
 72 
 73 
 74 
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29. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to alcoholism. 
 
 
                                                                                                        Answer 
 
           Answer 
 
 
 
 
 
 
 
 
 
 
 
 
If your response to any question 29.1 was ‘yes’, please indicate the cost here (average 
rehabilitation cost for quitting alcohol)..................... (Test for alcohol blood 
level)................................                                                           
 
  
 List of health services related to alcoholism Yes No 
29.1  Enough 
equipment 
in terms of 
a) Rehabilitation unit for patients who needs 
to quit alcoholism 
1 2 
b) Laboratory test which can monitor blood 
alcohol level 
1 2 
29.2 Sufficient skilled doctors and internists who can provide 
rehabilitation for patients who want to recover from alcohol 
addiction.  
1 2 
29.3  Sufficient skilled staff ( who can provide health 
education on how to promote a healthy life style and 
prevent alcohol related health problems) 
1 2 
29.4  Adequate medication to treat alcoholism (at least two 
type) 
1 2 
 75 
 76 
 77 
 78 
 79 
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30. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to cancer.                                                                                                                 
                                                                                                              Answer                                                                                                                                                        
                                                                               
                                                                                                                
 
If your response to any of question 30.1 was ‘yes’, please indicate the cost (Total Blood 
Count)..................... (FNA)................................ (Biopsy)....................(PAP 
smear)..................(Mamography)............................(PSA)........................(Sigmoidoscopy/Colono
scopy)..........................................................(other test)..................................................... 
.........................................................................................................................................................
....................................................................................................................  
                                   
 
 
 
 
  
 List of cancer related services Yes No 
30.1 Enough 
equipment 
in terms of 
a) Laboratory test for blood count and 
morphology 
1 2 
b) Fine Needle Aspiration 1 2 
c) Biopsy 1 2 
d) PAP Smear 1 2 
e) Mammogram 1 2 
f) Prostate Specific Antigen (PSA) tests 1 2 
g) Sigmoidoscopy and/or Colonscopy 1 2 
h) Other equipment used for cancer screening 
(please 
mention)..........................................................
......... 
1 2 
30.2 
 Sufficient skilled doctors ,internists, oncologists who can 
diagnose and treat diseases related to cancer patients 
1 2 
30.3 
 Sufficient skilled staff ( who can provide health 
education on how to promote a healthy life style and 
prevent cancer) 
1 2 
30.4  Chemotherapy to treat cancer(at least two drug types) 1 2 
30.5  Radio therapy to treat cancer  1 2 
 80 
 81 
 82 
 83 
 84 
 85 
 86 
 87 
 88 
 89 
 90 
 91 
 
 
 
328 
31. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Promotion, Prevention and Treatment services related 
to nutritional problems.                                                                                                 
                                                                                                           Answer 
 
 
 
If your response to question 31.1 was ‘yes’, please indicate the cost (Laboratory test for nutrition 
deficiency)................................        
                                                    
32. Indicate if your hospital/health centre has enough equipment, sufficient skilled staff, and 
enough drugs to provide Health Treatment, Prevention and Promotion services related 
physical exercise. 
                                                                                                       Answer 
 
 
 
 
 
 
 
 
 
 
 
  
 
List of health services related to nutritional 
problems 
Yes No 
31.1  Enough 
equipment 
Laboratory test to indicate specific 
nutritional deficiencies 
1 2 
31.2 
 Sufficient skilled nutritionist or any staff trained on nutrition 
who can diagnose and treat diseases related to nutrition 
1 2 
31.3 
 Sufficient skilled staff ( who can provide health 
education on how to promote a healthy life style and 
prevent nutritional related diseases) 
1 2 
31.4 
Is the nutrient formula that can be used  to treat  
Kwashiorkor and/or  Marasmus adequately available ? 
1 2 
 92 
 93 
 94 
 95 
 List of health services related physical exercise Yes No 
32.
1 
 Enough 
equipment 
in terms of 
a) Rehabilitation physical exercise 
equipments 
1 2 
b) Physical exercise equipments which 
helps to detect anaerobic and aerobic 
capacity of patients 
1 2 
32.
2 
 Sufficient skilled staff  such as physiotherapist or any staff 
trained on physical exercise who can provide physical 
exercise related advise and treatment 
1 2 
32.
3 
Sufficient skilled staff ( who can provide health education 
on how to promote a healthy life style and prevent poor 
physical exercise related diseases) 
1 2 
 96 
 97 
 98 
 99 
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33. Indicate the immunization service your hospital/health centre provides.                                                                                                                                                                      
                                                                                      Answer 
 
  
Thank you for completing the questionnaire. 
  
 Immunization service category Yes No 
33.1 Child immunization(under 1 age) 1 2 
33.2 Child immunization(age between 1-5 year)  1 2 
33.3 
Child immunization(children between 5-16 
year) 
1 2 
33.4 TT for pregnant and non pregnant mothers 1 2 
33.5 Adult immunization for HPV(Female) 1 2 
33.6 Adult immunization for HPV(Male) 1 2 
33.7 Adult immunization for influenza 1 2 
33.8 Adult immunization for hepatitis virus B or C 1 2 
33.9 Adult immunization for bacterial meningitis 1 2 
33.10 
Other immunization service (please 
specify)............................................. 
1 2 
 98 
 99 
 100 
 101 
 102 
 103 
 104 
 105 
 106 
 107 
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ANNEXURE I 
Delphi questionnaire round 1 consent 
 
Dear Sir/Madam 
Thank you for accepting my invitation to read through the online consent form and to be 
a candidate for my research project. 
I, Netsanet Fetene, am a Doctoral (DLitt et Phil) student at UNISA in the Department of 
Health Studies. I am conducting a study on the integration of health promotion and 
disease prevention services into the curative health care being provided at Addis Ababa 
hospitals and health centres. The study is entitled “Integration of promotive, preventive 
and curative health care services in public hospitals and health centres of Addis Ababa, 
Ethiopia”. 
This second phase of the study seeks the participation of experts who have worked and 
have experience in health promotion, disease prevention and treatment services 
particularly in government and non-governmental organisations. It is understood that 
experienced programme leaders, project officers, government officials and service 
providers constitute a significant proportion of the health care workforce playing a 
considerable role in making recommendations pertaining to health promotion, disease 
prevention and curative health care integration in the Ethiopian context. 
The goal of the study is to explore the level of health promotion and disease prevention 
services provided at hospitals and health centres. The study also investigates what 
factors prohibit the provision of these services so that recommendations can be made for 
service improvements. The first phase of the study involved 836 patients and the health 
service managers of 22 health facilities and exit interviews conducted in the 22 health 
facilities. The second phase of the study, which pertains to this request, applies the Delphi 
consensus seeking technique, using medical experts to draw realistic conclusions and 
recommendations based on the findings of phase 1 of the study. 
The study has the following inclusion criteria which I believe you duly fulfil. These 
inclusion criteria for your profession are as follows: 
 Must have 10 or more years’ work experience in the Ethiopian health service 
provision or health programme management. 
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 Must be currently working in Addis Ababa. 
 Willing to participate. 
 
This research will be carried out using the Delphi technique consisting of three 
questionnaires (known as rounds) aiming to achieve consensus. Simple, specific 
questions are posed, supported by background findings from phase 1 seeking your level 
of agreement. The amount of time necessary for completion of the questionnaire in Round 
1 will vary with each panellist as it has mixed Likert scale and open-ended questions, but 
round 2 and 3 should not take more than 30-40 minutes. There are no right or wrong 
answers to the questions. This study is seeking your expert opinion. I hope you will find 
the process interesting and results will be made available to you at the conclusion of this 
study. 
It is important that you understand that your participation in this study is entirely voluntary. 
If you do not wish to take part in this study, it will not affect you in any way. In addition, 
any information that you provide will be confidential and when the results of the study are 
reported, you will not be identified in the findings. Your name will not be recorded in any 
rounds; instead you will be allocated a unique code that is only identifiable to the 
researcher. You will remain anonymous to the other participants (20 experts have been 
invited) throughout this Delphi study and only the researchers will be able to identify your 
specific answers. Return of completed Delphi rounds implies consent to participate in this 
study. If you meet the inclusion criteria and would be willing to participate in the study, I 
would be grateful if you could complete the enclosed questionnaire and return it at your 
earliest convenience (preferably within one week’s time) to me using online form, OR my 
personal mail address netsanetfetene@gmail.com, OR drop the filled hard copy in an 
envelope at Yale Office, Near protection Building, Pizza corner, 4th floor, Chechenia, 
Addis Abba.  I sincerely hope you will agree to participate. If you have any questions, 
please e-mail Dr Netsanet Fetene, netsanetfetene@gmail.com or call +251910137506. 
Thank you for your time and any help you may be able to offer to this study. If you consent 
to participate in the study, please proceed to complete the questionnaire.  
Yours sincerely 
 
Netsanet Fetene (MD, MPH) 
UNISA, PHD (DLitt et Phil) Candidate 
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ANNEXURE J 
Delphi consensus seeking questionnaire round 1 
 
Please answer the following 35 questions by indicating your level of agreement, or by 
providing an open response where indicated, after you have read the background 
information based on the findings of phase 1 of this study. Your answer should be based 
on the Ethiopian context. 
1. Do you agree that periodic health examinations for healthy individuals for general 
health check-ups or certain diseases screening is recommended?  
Background 
A periodic health examination is a general physical examination of patients, not an 
examination for a specific injury, illness, or condition which is to be provided for patients 
in a regular specific period of time (for example: every 1-2 year). Findings from phase1: 
Two-thirds of the health facilities (n=14; 63%) did not provide periodic health 
examinations. Asked of their previous experience, 77.9% (n=651) of the patients had not 
been for periodic check-ups of their health (periodic medical check-ups). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
2. If you agreed or strongly agreed with question 1, in recommending general health 
check-ups, would you advise that general health check-ups be covered by the community 
(which applies through government system) or individual insurance systems?  
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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3. If you agreed or strongly agreed with question 1 in recommending general health 
check-ups, mark the periodic check-ups that can feasibly be conducted. 
 
 Tobacco use screening and cessation counselling 
 Measuring blood cholesterol level and counselling on healthy diet and obesity 
 Screening for hypertension and its complications 
 Counselling on physical activity 
 Screening for Diabetes in patients with hypertension or a BMI>25 
 Annual colorectal cancer screening for patients over 50  by means of faecal occult 
blood testing 
 Clinical breast examination every 1-2 years for women over 50 years 
 Mammography examination every 1-2 years for women over 40 years 
 Pap smear screening every 3 years beginning at age 21 
 Vaccination for adults (MMR, Varicella, Pneumococcus, Influenza, Diphtheria), 
 Vaccination for HPV for both sexes between ages 9-26 years 
 STI screening and counselling 
 Screening on road safety and counselling on seat-belt use, drinking and driving 
 Visual acuity screening using Snellen’s sight chart 
 Screening postmenopausal women for osteoporosis 
 Screening to detect alcohol abuse and counselling for adult population 
 Screening for domestic violence against women 
 Screening adults for depression 
 Other:  
 
3.1 Any personal recommendations, comments or experience on routine health check-
ups you would like to share? ------------------------------------------------------------------------------ 
 
4. Would you recommend that case finding for certain diseases take place in health 
facilities? 
 
Background 
Case finding is testing or screening of patients for another condition other than the one 
for which they sought medical care. Half of the health facilities (n=11; 50%) do not provide 
case finding preventive services. The major reasons given by the health facilities that did 
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not provide case finding preventive services were fear of patients’ willingness to accept 
the test; high patient flow; lack of laboratory instruments to conduct the tests; service 
providers’ lack of awareness of case finding approach, and their focus on patients’ 
complaints only. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
5. If you agreed or strongly agreed on having case finding testing in question 4, please 
mark the case finding testing that can feasibly be conducted. Listed below are some 
possible cases, please include any cases not listed that you feel important to detect in 
case findings in “Other”. 
 Hypertension and related complications 
 COPD (Chronic Obstructive Pulmonary Disease) 
 Diabetes 
 Cervical cancer 
 Obesity 
 TB 
 HIV 
 Physical inactivity 
 Smokers 
 Harmful alcohol users 
 Other:  
 
5.1 Any personal recommendation, comment or experience on case finding test you 
would like to share? ----------------------------------------------------------------------------------------- 
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6. Do you agree that measuring the blood pressure of all patients should be included in 
the patient care guidelines? 
 
Background 
Findings from phase 1 showed that most of the health facilities (86.4%; n=19) had 
adequate blood pressure apparatus for each examination room. All the health facilities 
(100%; n=22) had sufficient skilled staff who can take blood pressure, and most of them 
(90.9%; n=20) had adequate anti-hypertensive drugs to treat their patients. However, the 
blood pressure of almost half (n=394; 47.2%) of the patients was not checked during their 
recent visit to the health care facility. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree  
 
7. Knowledge and skills of hypertension prevention approaches, such as advice on 
lifestyle (e.g., on smoking and stress), healthy diet and physical exercise, were lacking in 
the majority of health service providers working in the selected hospitals and health 
centres. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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8. Do you agree that Ethiopian health facilities (hospitals and health centres) need to 
initiate a health care unit comprised of health professionals specialized in the provision of 
health promotion, disease prevention and rehabilitation services pertaining to patients 
with non-communicable diseases, including hypertension?  
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
9. Despite the fact that sufficient skilled staff and adequate BP apparatus for measuring 
blood pressure were available, a high percentage of the patients whose blood pressure 
was not measured, was high. What recommendations can you suggest to improve this 
situation? 
 
Background information: In Ethiopia, 51% of deaths are attributed to non-communicable 
diseases, of which the leading cause of death was cardiovascular disease (24%), 
followed by hypertension (12%) and stroke (11%) (Misganaw et al 2012). 
 
10. The majority of the health service providers working at the selected hospitals and 
health centres lacked awareness, knowledge or skills pertaining to the prevention and 
treatment of hyperlipidaemia (elevated blood cholesterol level), such as providing advice 
on lifestyle, healthy diet, and physical exercise and treating patients suffering from the 
diseases.  
 
Background 
Findings from phase 1 showed that 81.1% (n=678) of the respondents attending the 
health facilities indicated that their blood cholesterol level had never been checked. Of 
the health facilities, 68% (n=15) did not have the equipment  to  measure blood cholesterol 
level, medical doctors who could diagnose and treat raised blood cholesterol, or the 
essential medication to decrease raised cholesterol levels. Of the health facilities, 81.8% 
(n=18) did not have enough health education or promotion resource materials for their 
patients. 
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 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
11. There are guidelines that emphasize the importance of having a fasting cholesterol 
test done every five years beginning at age 20 (Harvard Medical School 2009:3). Do you 
agree that the measuring of blood cholesterol levels of all patients (those who have never 
been tested and those eligible for repeated cholesterol testing) should be included in the 
patient care guidelines? 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
12. What recommendations would you make to improve the health facilities’ low 
performance in terms of health promotion, prevention and effective treatment of 
hyperlipidaemia (elevated blood cholesterol level)? ------------------------------------------------ 
 
13. Should physical examination and laboratory tests for screening of cardiovascular 
diseases (such as coronary heart diseases) be included in the patient care guideline? 
 
Background 
 
Cardiovascular diseases (CVDs) are a group of disorders of the heart and blood vessels 
that are the number one cause of death globally (WHO 2015b). Of the patients 
interviewed, only 2.9% (n=24) were asked if they had a history of chest pain that radiated 
down the arm, which indicated the low emphasis of the service providers in taking history 
on important symptoms of cardiovascular diseases. Of the health facilities, only 22.7% 
(n=5) had doctors or internists who could diagnose and treat cardiac-related conditions, 
and 31.8% (n=7) had the proper medication to treat cardiovascular diseases. The health 
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facilities did not have the necessary equipment to diagnose coronary heart disease, 
except for 13.6% (n=3) which had EKG equipment. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
14. Based on the background information provided about the health facilities’ readiness 
for the prevention and treatment of cardiovascular diseases, what recommendations 
would you make to improve the prevention and treatment of cardiovascular diseases in 
the Ethiopian context? 
 ---------------------------------------------------------------------------------------------------------------------- 
 ---------------------------------------------------------------------------------------------------------------------- 
 ---------------------------------------------------------------------------------------------------------------------- 
15. Should it be recommended for the Ethiopia context that patients over a certain age 
(40 years) undergo patient assessment for first stroke risk? 
 
Background 
 
It is helpful for patients if healthcare providers are able to estimate a person’s risk for a 
first stroke. According to the American Heart Association and American Stroke 
Association (2011:562) each patient with stroke risk, such as age over 40, hypertension, 
diabetes, cardiac diseases, obesity, cigarette smoking, or being male, should undergo an 
assessment of stroke risk. Of the respondents aged over 40 years, only 7% (n=19) were 
asked if they had a history of having a stroke, or were assessed and advised on the risk 
of the disease. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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16. Would you agree that it is advisable to counsel patients on cancer predisposing 
factors and use the opportunity of face-to-face patient contact during attendance at health 
facilities to advise patients and do specific cancer screening, where indicated? 
 
Background 
 
The findings from phase 1 showed that of the patients, 91.9% (n=793) were not asked if 
they had any history of cancer nor were they advised on having a screening test for cancer 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
16.1 Could you make recommendations, provide comments or share experience with 
regard to cancer screening? ------------------------------------------------------------------------------ 
 
17. Do you agree that visual acuity testing using Snellen's chart needs to be part of a 
routine eye examination during a general physical examination? 
 
Background 
 
Findings from phase 1 showed that of the patients, 89.6% (n=742) were not examined for 
visual impairment. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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18. Do you agree that patient screening for diabetes should be part of a routine health 
examination or general physical examination? 
 
Background 
 
The first phase found that of the respondents, 90.0% (n=751) were not asked if they had 
diabetes or symptoms of diabetes. According to the International Diabetes Federation 
(IDF) (2014), Ethiopia is one of the top three countries in Africa with a 4.48 diabetes 
prevalence rate, 2.1 million people living with diabetes and 34,262 deaths occur each 
year from diabetes and the complication related diabetes. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
18.1 Could you make any recommendations, provide comments or share your experience 
on diabetes screening? -------------------------------------------------------------------------------------
-------------------------------------------------------------------------------------------------------------------- 
 
19. Do you agree that enquiring about a patient’s smoking status and providing relevant 
advice should be an essential component of health care in health centres and hospitals 
to play a key role in fighting tobacco use? 
 
Background 
 
The first phase found that 94.7% (n=788) of the patients were not asked if they smoked 
cigarettes. According to the CDC (2015a), health professionals can play a key role in 
fighting tobacco use because for smokers who want to quit, getting started often needs 
support and motivation from trusted sources like health service providers. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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20. Would you agree that a rehabilitation unit for diseases related to cigarette smoking 
addiction should be integrated into the health care system? 
 
Background 
 
Phase 1 found that none of the health facilities (0.0%; n=0) had an addiction rehabilitation 
unit nor did they conduct laboratory tests to monitor blood nicotine levels for the patients 
who smoked cigarette and wanted to quit smoking. Integrating the rehabilitation unit for 
diseases related to addiction such as cigarette smoking, in the health care system is 
essential for the identification of smokers, effective treatment and helpline referral for 
quitting coaching (Leuthard et al 2015:65). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
20.1 Can you make any recommendations, provide comments or share your experience 
on the prevention of cigarette use and addiction? -------------------------------------------------- 
 
21.  Do you agree that screening for harmful use of alcohol, relevant counselling and 
referral for treatment should be integrated in routine healthcare provision? 
 
Background 
 
The first phase found that of the patients, 92.3% (n=770) were not asked about their 
alcohol consumption by the service providers. Talking with patients about their drinking 
is the first step of screening and brief counselling (CDC 2014a). The WHO (2014b:65) 
emphasises that health services play a critical role in tackling alcohol-attributable harm 
by screening and intervention with referral  for treatment (SBIRT), which has been found 
both effective and cost-effective in a variety of health service settings. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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22. Do you agree that rehabilitation units for the diagnosis and treatment of harmful use 
of alcohol should be available at health facilities?  
 
Background 
 
Phase 1 found that none of the health facilities (0.0%; n=0) had laboratory facilities to 
measure blood alcohol levels or a rehabilitation unit to help quit alcoholism. The WHO 
(2014b:289-305) reported that the Alcohol per capita (APC) rate for Ethiopia was 4.2% 
with 3.1% of Ethiopian drinkers being heavy episodic drinkers (HED). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
22.1. Can you make any recommendations, provide comments or share your experience 
on the harmful use of alcohol? ------------------------------------------------------------ 
 
23. Do you agree that screening of patients’ nutritional status needs to be assessed and 
reported, and that healthcare staff need to recognize this as an important aspect of patient 
care? 
 
Background 
Phase 1 found that 79.7% (n=665) of the patients were not assessed on their nutritional 
status or advised or educated on nutrition, and 50% (n=11) of the health facilities did not 
have staff who could diagnose and treat diseases related to poor nutrition. 
 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
 
 
 
343 
24.  Do you agree that routine health care needs to include patients’ Body Mass Index 
(BMI) assessment in order to evaluate disease risk and diagnose disease status related 
to obesity or underweight? 
 
Background 
 
Phase 1 indicated that of the patients, 82.4% (n=688) had not had their body weight 
measured. Of the patients who reported that their weight and height was measured and 
their BMI calculated, 17.0% (n=55) were in the category of overweight, and 3.4% (n=11) 
were obese. A BMI at or above the current cut point for overweight (BMI ≥25 < 29.9 
kg/m2) is associated with fatal CHD and diabetes while a BMI at or above the current cut 
point for obesity (BMI ≥30 kg/m2) is associated with an elevated risk for all-cause mortality 
compared with normal weight (18.5 to 24.9 kg/m2) (U.S. Department of Health and 
Human Services 2014b:39-41). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
25. Do you agree that routine health care needs to include the assessment of patients’ 
level of physical exercise in order to advise on the importance of physical activity to 
decrease disease risks and treat diseases related to physical inactivity? 
 
Background 
 
Of the patients, 80.4% (n=671) were neither asked about their physical exercise habits 
nor advised on the importance of regular physical exercise. Of the patients who were 
asked if they had participated in any physical activities or exercises, such as running, 
calisthenics, or walking for exercise in the past month in order to keep themselves 
healthy, 83.8% (n=699) did not perform any of the noted physical exercises. Advising 
physical activity (PA) in the right “dosage” is a highly effective prescription for the 
prevention, treatment and management of the most common chronic health conditions 
encountered in clinical practice (CDC 2015:2). 
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 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
26. Do you agree that health facilities need to be equipped with physical exercise and 
rehabilitation unit equipment for patients who require physiotherapy or exercise? 
 
Background 
 
Of the health facilities, only 4.5 % (n=1) had equipment for physical exercise and/or 
rehabilitation for patients who required physiotherapy or exercise. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
  
26.1 Any personal recommendation, comment or experience on exercise to share? ------
--------------------------------------------------------------------------------------------------------------------- 
 
27. In the Ethiopian context, selected adult immunization services, such as for HPV, 
influenza, and meningitis, need to be available at health facilities.  
 
Phase 1 found that of the health facilities, 0.0% (n=0) provided adult immunization for 
influenza and male human papilloma virus (HPV), and only 13.6% (n=3) provided adult 
immunization for female HPV and for bacterial meningitis. 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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28. The Integrated Health Service (IHS) framework for causal relationship of diseases 
and the intervention approaches is plausible for the Ethiopian context.  
 
The Integrated Health Service (IHS) framework , modified by the researcher from the 
linear “causation framework” , is proposed in this study to address the relationships 
among predisposing factors and diseases along with the type of interventions needed in 
each step (see Figure below). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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29. An integrated approach (health promotion, disease prevention and curative care) is 
the appropriate intervention to manage common modifiable factors (e.g., tobacco and 
alcohol use) from causing immediate risk factors (e.g., raised BP). 
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
30. An Integrated approach (health promotion, disease prevention and curative care) is 
the appropriate intervention to manage immediate risk factors (e.g., raised BP) from 
causing main diseases (e.g. heart failure).  
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
31. An integrated approach (health promotion, disease prevention and curative care) is 
the appropriate intervention to manage common main diseases (heart disease, stroke, 
cancer) from causing socioeconomic, cultural, environmental and political problems (e.g., 
poverty).  
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
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32. An integrated approach (health promotion, disease prevention and curative care) is 
the appropriate intervention to manage socioeconomic, cultural, environmental and 
political problems (e.g., poverty) from leading to common modifiable factors (e.g., tobacco 
and alcohol use)  
 Strongly agree 
 Agree 
 Neutral 
 Disagree 
 Strongly disagree 
 
33. Any personal recommendation, comment or experience regarding the approach of 
the IHS model you would like to share? ------------------------------------------------------------ 
 
34. Please write any final comment you think useful and worth noting in this round of the 
study --------------------------------------------------------------------------------------------------------- 
 
35. Knowing your background, educational and work experience is very important for the 
study, please provide this information below  
 Age 
 Sex 
 Highest education level 
 Title of current position 
 Work experience  
 Total years of experience in health promotion and disease prevention 
 
Thank you for completing the questionnaire. 
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ANNEXURE K 
Delphi round 2 consent 
 
Dear Sir/Madam,  
 
Thank you for participating in the first round discussion and accepting my invitation to 
participate in this second round of Delphi consensus seeking discussion. 
 
As I introduced myself in round 1 discussion, I, Netsanet Fetene, am a Doctoral (DLitt et 
Phil) student at UNISA in the Department of Health Studies. I am conducting a research 
study on health promotion and disease prevention services integration to the curative 
health care being provided at Addis Ababa hospitals and health centres. The study is 
entitled “Integration of promotive, preventive and curative health care services in public 
hospitals and health centres of Addis Ababa, Ethiopia”.  
 
The goal of the study was to explore the level of health promotion and disease prevention 
services provided at hospitals and health centres. The study also investigated what 
factors prohibit the provision of these services so that recommendations could be made 
for service improvements. The first phase of the study involved 836 patient exit interviews 
conducted in 22 health facilities and the health service managers working at these 
facilities. The second phase of the study, which is the application of the Delphi technique, 
tries to draw recommendations through consensus seeking among the experts, using the 
findings from phase 1. 
 
The first round of Delphi discussion was conducted with 20 experts, consisting of public 
health experts, health professionals working at different levels of the health sector, and 
health programme and policy makers. These experts were purposely selected to 
participate because the researcher believed they had rich experience (more than 10 
years’ work experience) and would be able to provide variable perspectives on health 
promotion, disease prevention and curative health care in the Ethiopian context and were 
currently living in Addis Ababa. Please read the complete first round analysis and report 
available at the link below.  
 
https://drive.google.com/folderview?id=0B0qTnh9saQZSTUdyemFxNEN3dk0&usp=sha
ring 
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Questions on which over 50% of the experts agreed during the first-round discussion but 
did not reach the consensus cut-off point (75%) as well as recommendations that some 
experts provided but that require other experts’ agreement, are forwarded to this second-
round discussion. The second-round discussion has only 13 Likert scale questions in 
check-box format. It should take only 10-15 minutes of your time to complete. As experts 
reached consensus earlier than expected, this round will be the last discussion.  
 
It is important that you understand that your participation in this study is entirely voluntary. 
If you do not wish to take part, it will not affect you in any way. In addition, any information 
that you provide will be confidential and when the results of the study are reported, you 
will not be identified in the findings. Your name will not be recorded in any rounds.  
Instead, you will be allocated a unique code that is only identifiable to the researcher. You 
will remain anonymous to the other participants (the invited 20 experts) throughout this 
Delphi study and only the researcher will be able to identify your specific answers. 
Returning the complete questionnaire is considered consent to participate in the study. I 
sincerely hope you will agree to participate. If you have any questions please e-mail Dr 
Netsanet Fetene, netsanetfetene@gmail.com or call +251910137506. 
 
Thank you for your time and your help offered in this study.  
 
Yours sincerely 
 
Netsanet Fetene (MD, MPH) 
UNISA, PHD (DLitt et Phil) Candidate 
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ANNEXURE L 
Delphi consensus seeking round 2 discussion questionnaire 
 
1. Please mark only the areas you still think important to have periodic health check-ups 
in the Ethiopian context (you may not necessarily agree with any of the options). 
 
A periodic health examination is a general physical examination of patients, not an 
examination for a specific injury, illness, or condition, which is to be provided for patients 
at a regular specific period of time (for example, every 1-2 years). During the first round 
more than 50% expert agreement was reached but not the consensus cut-off point (75%) 
on the following periodic health check-ups: 
 Vaccination for HPV for both sexes between ages 9-26 years 
 Screening on Road safety and counselling on seat-belt use, drinking and driving 
 Screening mammography examination every 1-2 years for women over 40 years 
 Screening for domestic violence against women 
 Colorectal cancer screening for patients over 50 annually, using faecal occult 
blood testing  
 
2. Please indicate if you agree with the following expert recommendation from round 1 on 
periodic health check-ups.  
 
During the first round, some experts who were in favour of conducting periodic health 
check-ups recommended that at least annual check-ups were feasible. Public health 
education on the importance of having periodic health check-ups can be provided easily 
using mass media; both private and public set-ups can be utilized; guidelines and 
protocols can be prepared on areas of check-ups; periodic health check-ups can be linked 
with the insurance system; health facilities need to allocate funds for health promotive 
purposes, and patients who have risk factors for certain diseases, such as cardiovascular 
disease, could highly benefit from the periodic health check-up approach. The experts 
who argued against having periodic health check-ups stated there would be a high 
possibility of cost problems related to the services, given the high out-of-pocket health 
expenditure existing in the country. In addition, these experts questioned what should be 
done if patients had positive results upon screening and could not afford the treatment or 
the health insurance system would not support the specific health problem? They added 
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that health facilities and health professionals should be adequately ready in terms of 
numbers, skills, equipment and supplies to provide such promotive and preventive 
activities. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
2.1 If you have any comment on part of the above description, please add. 
 
3. Please mark only the areas you still think important to have case finding testing or 
screening (you may not necessarily agree with any of the options). 
 
Case finding is testing or screening of patients for a condition other than the one for which 
they sought medical care. Some expert suggested case finding for breast cancer and risk 
for STIs needed to be included. These two clinical areas and previous case finding testing 
or screening lists on which more than 50% experts agreed but did not reach the 
consensus cut-off point (75%) are put forward below: 
 Actively searching for obesity 
 Finding smokers to provide counselling and care 
 Actively looking for physical inactivity 
 Actively looking for patients at risk of breast cancer 
 Actively finding patients at high risk for STIs  
 
4. Do you agree with the following recommendations, suggestions and justification 
forwarded by some experts on health promotion, disease prevention and treatment 
related to hypertension?  
 
The experts emphasised that the perception of NCDs and their risk factors as a disease 
of the affluent is still predominant among health workers. The experts advised that health 
professionals need to strictly link the health promotion and disease prevention to curative 
service (such as advice on healthy diet, physical exercise and so on) routinely. For this 
role, health service providers’ skills and attitudes need to be built up and improved, and 
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making high quality and functional equipment such as BP apparatus available is essential. 
In addition, health facilities need to prepare reference hand outs for the health workers 
that remind them not to avoid critical physical examination and measurements. Such 
reminders need to be posted in every outpatient and inpatient department as a standard 
activity. Enhancing patients’ awareness of the importance of available health promotion 
and disease prevention services is necessary to make each patient claim for critical 
preventive services whenever they are overlooked by health service providers. Some 
experts expressed concern that in health facilities where the patient load was high, there 
was a tendency among the health professional not to measure the blood pressure of 
patients who apparently looked well. The experts pointed out that routinely taking blood 
pressure was an easy and feasible activity. Despite the shortage of staff in some health 
facilities, taking vital signs should to be a must-do activity, something that should not be 
compromised. To ensure all patients’ blood pressure is measured, clinical audits must be 
regularly conducted in all health facilities. Therefore, in order to bring about change, the 
experts suggested that the regular follow-up by the health facility managers, which 
includes conducting patient chart audits, should increase measurement of blood pressure 
to patients. Regular inspection and maintenance of available BP measurement apparatus 
and routine sensitization sessions for health service providers on the importance of 
measuring blood pressure would improve the early detection of hypertension and 
prevention of its complications. The health facilities’ policy needed to address such 
preventive aspects and working guidelines should be prepared to make them practical. 
The experts pointed out the need to reorient the current health promotion and disease 
prevention approach in such a way that the monitoring system is strengthened and the 
health professionals’ responsibility and accountability at all level is ensured. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
4.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
 
 
354 
5. Do you agree with the following recommendations, suggestions and justification put 
forward by some experts on health promotion, disease prevention and treatment related 
to cardiovascular diseases?  
 
The experts recommended increasing the Ethiopian population’s awareness of 
cardiovascular diseases and their risk factors which would help them to utilize preventive 
services. Making preventive risk assessment services available, especially for patients 
with high risk factors such as a family history, obesity, and hypertension, is very important. 
The experts advised further that preventive medicine needed to be well incorporated in 
health professionals’ training by revising curriculum of medical students. Providing in-
service training, job aid for health workers to pick patients and their attendees at high risk 
of developing major cardiovascular diseases and stroke is also important. The addition of 
cardiovascular disease screening and key trigger questions in the existing treatment 
algorithms is advisable. Moreover, the inclusion of preventive services in health insurance 
packages also encourages screening for cardiovascular diseases and their risk factors 
for stroke. Activities that promote community’s healthy life styles such as sport activities, 
gyms and recreational places need to be expanded and availed within fair access to the 
community. Providing health education on dietary habits of individuals and availing 
essential technologies and medicines, such as EKG, Echocardiography, with reasonable 
price makes the preventable for cardiovascular diseases prevention service accessible.  
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
5.1 If you have any comments on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
6. Do you agree that measuring the blood cholesterol level of all patients (who had not 
been tested or were eligible for repeated cholesterol testing) should be included in patient 
care guidelines in the Ethiopian context?  
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Considering the guidelines that emphasize the importance of having a fasting cholesterol 
test for everyone every five years beginning at age 20 (Harvard Medical School 2009:3), 
the experts were asked if they agreed on measuring the blood cholesterol level of all 
patients (who had never tested or were eligible for repeated cholesterol testing) should 
be included in patient care guidelines in the Ethiopian context. Of the experts, 70% (n=14) 
agreed; while 20% (n=4) remained neutral, and 10% (n=2) disagreed. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
7. Do you agree with the following recommendations, suggestions and justification 
forwarded by some experts on health promotion, disease prevention and treatment 
related to hyperlipidaemia diseases?  
 
Asked about what recommendation they would suggest to improve the health facilities’ 
low performance in health promotion, prevention and effective treatment of 
hyperlipidaemia (elevated blood cholesterol level), they suggested there is a need for 
policy-level commitment (through evidence-based policy briefs and advocacy); in-service 
training for health professionals’ skills development and awareness; preparing guidelines 
and other supportive documents and materials in the health facilities for hyperlipidaemia 
prevention and treatment; improving the health facilities’ laboratory capacity to conduct 
the investigations, and integrating health professionals with other stakeholders, including 
nutrition experts, the food and nutrition society, and the Pharmaceutical Fund and Supply 
Agency (PFSA), to make the equipment and the test kits for performing fasting lipid profile 
available. The experts also suggested the government should stipulate and support 
medical equipment and supply importers to import the technologies and medical supplies 
for measuring blood cholesterol levels. Patients and individuals visiting the health facilities 
need to be made aware of the importance of measuring blood cholesterol levels on a 
regular basis to increase the demand for such services and obtain benefit from the service 
linking with the health care insurance system. 
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 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
7.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
8. Do you agree with the following recommendations, suggestions and justification 
forwarded by some experts on health promotion, disease prevention and treatment 
related to cancer?  
 
Health professionals’ knowledge on cancer screening, diagnosis and treatment was 
repeatedly mentioned as an area that required improvement. Some health experts 
pointed out that it is good to make the cancer screening affordable for the majority of the 
population and concomitantly make cancer treatment centres available. Cancer 
prevention approaches, such as taking the sexual history of women and screening for 
cervical cancer, need to be integrated in routine medical practices. Cancer investigations, 
such as mammography, colonoscopy, and PAP smear, need to be available at an 
affordable price to the general population and effectively utilized by health service 
providers. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
8.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
9. Do you agree with the following recommendations, suggestions and justification 
forwarded by some experts on health promotion, disease prevention and treatment 
related to diabetes?  
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Asked for their recommendations, comments or experience for diabetes screening, the 
experts suggested that conducting blood sugar tests as a routine activity at clinics was 
easy and feasible, yet not widely practised, especially for children. The costs of treating 
diabetes and its complications were far higher than early detection and non-medical 
management of it. Some experts suggested that screening priority should be given to 
patients who have a high risk for diabetes, such as people with BMI > 25; a family history 
of diabetes or some genetic predisposition; people who lived unhealthy lifestyles and 
patients with other chronic NCDs. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
9.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
10. Do you agree with the following recommendations, suggestions and justification 
forwarded by some experts on health promotion, disease prevention and treatment 
related to cigarette smoking?  
 
The experts pointed out that awareness of the magnitude of cigarette smoking as a public 
health problem in our country was low, but its prevalence needed to be established in 
research. The integration of cigarette smoking rehabilitative services in health systems is 
essential, even if only done in selected health facilities. Health education on the health 
hazards of smoking, professional counselling services for addicted patients, and 
facilitating peer-to-peer discussion to quit smoking were more feasible in Ethiopian health 
facilities set-ups.  START HERE Therefor e, in Ethiopia context, integrating cigarette 
smoking rehabilitation unit, for disease related to cigarette smoking addiction, is feasible 
only if performed at selected health facilities. 
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 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
10.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
11. Do you agree that in the Ethiopian context, laboratory tests to test and monitor blood 
alcohol level should be initiated in all health facilities but only selected health facilities 
should provide an established rehabilitation unit that helps to quit from alcoholism?  
During the first round discussion, the experts were asked if in the Ethiopian context, 
rehabilitation units at health facilities for diagnosis and treatment of harmful use of alcohol 
were advisable. The experts did not consensus because 70% (n=14) agreed; 20% (n=4) 
remained neutral, and 10% (n=2) disagreed. The question was then modified as above 
in the second round. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree 
 
12. Do you agree with the following recommendations, suggestions and justification 
forwarded by the experts on health promotion, disease prevention and treatment related 
to harmful use of alcohol? 
 
The experts emphasised that alcohol producing companies were flourishing in the country 
with virtually unrestricted advertisement in all the media to encourage alcohol 
consumption. Legislation should be introduced and implemented to limit advertising and 
selling, as well as prohibit selling to underage children. Alcohol drinking is one of the 
major causes of road traffic accidents therefore alcohol detection for drunk driving needs 
to be strictly applied. Moreover, there is a need to establish a unit at health facilities to 
treat alcohol withdrawal. Health education on alcohol, including addiction and its psycho-
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social problems, drug interaction, as a cause of liver diseases is not commonly provided. 
Mass media, health professionals and spiritual leaders can play major role in this aspect. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
12.1 If you have any comment on part of the above description, please add below 
-------------------------------------------------------------------------------------------------------------------- 
 
13. Do you agree with the following recommendations, suggestions and justification by 
the experts on health promotion, disease prevention and treatment related to physical 
exercise?  
 
In phase 1, some experts advised that it was expensive and not feasible to have physical 
exercise and rehabilitation units in all health facilities. Only hospitals needed to have 
equipment and exercise devices for rehabilitation purposes. For the general population 
and sick patients, however, there was a serious need of expansion for affordable physical 
exercise sites, gyms and physiotherapy units in Addis Ababa. 
 Strongly Agree 
 Agree 
 Neutral 
 Disagree 
 Strongly Disagree  
 
13.1If you have any comment on part of the above suggestions, please add below  
-------------------------------------------------------------------------------------------------------------------- 
 
14. Thank you for completing the questionnaire. Please provide any feedback or final 
comments on the study you may have below. 
-------------------------------------------------------------------------------------------------------------------- 
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ANNEXURE M 
Delphi rounds participants profile 
 
S.N Age Sex Work 
place 
Profession Education Qualification area Experience
(Year) 
1.  41 F NGO Public Health 
specialist 
Nurse, MPH NCD, Hospital 
patient care, PHC, 
HIV, Nutrition, EPI 
15 
2.  36 M NGO Research Advisor Health officer, MPH, PHD NCD, EPI, HIV, RH, 
Research, M&E 
13 
3.  46 M Hospital General 
Practitioner 
Medical Doctor NCD, hospital 
patient care, EPI, 
HIV, Maternal 
health 
20 
4.  35 M NGO Public Health 
specialist 
Medical officer, MPH NCD, EPI,RH,PHC 12 
5.  38 M Hospital Ophthalmologist MD, Ophthalmologist NCD, hospital 
patient care, 
Ophthalmology 
13 
6.  42 M Hospital Senior Nurse Nurse, MSc NCD, Nursing 
care, EPI,HIV,RH 
20 
7.  36 M MOH Adviser MD,MPH NCD 12 
8.  35 M NGO Public Health 
specialist 
Health officer, MPH NCD, PHC,HIV, 
Nutrition 
13 
9.  48 F Hospital Nurse BSC NCD, PHC,HIV, 
Nutrition, RH, 
Nursing care 
30 
10.  35 F Health 
center 
Nurse BSC NCD, PHC,HIV, 
Nutrition, RH, 
Nursing care 
11 
11.  36 F Health 
center 
Nurse BSC NCD, PHC,HIV, 
Nutrition, RH, 
Nursing care 
12 
12.  36 M NGO Public Health 
specialist, MPH 
BSC, MPH NCD, EPI,HIV, RH, 
Research, M&E 
13 
13.  50 M Hospital General 
Practitioner 
MD,MPH, Associate 
professor 
NCD, Hospital 
patient care, EPI, 
HIV, RH, 
Nutrition, 
Research, M&E 
16 
14.  36 M Hospital General 
Practitioner 
Medical Doctor NCD, Hospital 
patient care, HIV 
12 
15.  45 M NGO Public Health 
specialist, MPH 
 
NCD, PHC,HIV, 
Nutrition 
16 
16.  38 M Hospital General 
Practitioner 
Medical Doctor NCD, Hospital 
patient care, 
laboratory 
12 
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17.  60 M NGO Public Health 
specialist 
BSC, MPH NCD, Nursing 
care, EPI,HIV,RH 
35 
18.  48 F Hospital Nurse BSC NCD, PHC,HIV, 
Nutrition, RH, 
Nursing care 
20 
19.  37 M MOH Public Health 
specialist, MPH 
Health officer, MPH NCD, PHC, 
Nutrition 
13 
20.  39 M MOH Public Health 
specialist, MD 
Medical Doctor, MPH NCD, hospital 
patient care, 
PHC,RH,EPI 
15 
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ANNEXURE N 
Editor’s letter 
 
 
Cell/Mobile: 073-782-3923     53 Glover Avenue 
        Doringkloof 
        0157  Centurion 
 
         03 February 2017  
 
 
 
 
   TO WHOM IT MAY CONCERN 
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Integration of promotive, preventive and curative health care services in public 
hospitals and health centres of Addis Ababa, Ethiopia, for language and content. 
 
 
 
IM Cooper 
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